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A review of the recent literature fails to 
reveal any startling advances in the field of the 
medical treatment of essential hypertension. 
Numerous articles have been written, but these 
are for the most part reviews of past articles or 
further studies of previously tried drugs, though 
a few new approaches to the problem have been 
proposed. There has, however, been some effort 
to classify hypertension, and this in itself is an 
advancement, though the classification is admit- 
tedly inadequate." Generally speaking, hyperten- 
sive disease can be subdivided into renal, glan- 
dular, neurogenic and essential. This paper is 
concerned only with the treatment of essential 
hypertension. 

All patients should at the outset be given the 
benefit of a complete history and physical exami- 
nation. Laboratory studies should be carried out 
to determine kidney function. Roentgen studies 
should be made of the kidneys, and possibly of 
the skull. It may or may not be advisable to 
carry out one of the tests advocated to rule out 
the presence of a pheochromocytoma, and it is 
often to advantage to carry out cold pressor and 
sodium amytal tests.” 

Primarily the nonsurgical treatment of hyper- 
tension can be divided into three components: 
first, drug therapy; second, dietary therapy; 
third, psychotherapy. 


DRUG THERAPY 

For years drugs have been used in an attempt 
to lower the blood pressure. Some of these have 
definite temporary effect, such as the nitrites, 
and others have little if any effect.” A list of the 
drugs used in treatment of hypertension reminds 
one in part of the numerous cures advocated for 
the common cold, and in so far as we have been 
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able to determine, they are about equally effec- 
tive. Kapernick' studied the effect of theobro- 
mine, theobromine and phenobarbital, iocapral,* 
aminophylline, erythrol tetra nitrate, hepvisc,* and 
allimin* and was unable to discover any signifi- 
cant effect upon the blood pressure levels of hyper- 
tensive patients. He further mentioned the fact 
that symptomatic relief is not a sufficient criterion 
for the acceptance of a drug as a method of treat- 
ment, since such relief of symptoms apparently 
does not reduce the mortality rate in hyperten- 
sive cardiovascular disease. 

Weaver, Wills and Hodge’ studied nitroglyc- 
erin, sodium nitrate, erythro] tetranitrate and 
mannitol hexanitrate. They reported a small 
transient fall in blood pressure that started in 
from two to fifty-five minutes after administra- 
tion of the drug and lasted from twenty minutes 
to four hours. They concluded that the drugs 
were of value as symptomatic aids only. 

Ruskin and McKinley" investigated potassium 
thiocyanate, niacin, glucophylline, phenobarbital 
and mannitol hexanitrate. At the close of their 
article they mentioned that best symptomatic 
relief was obtained by the placebo (lactose or 
sodium bicarbonate) or by niacin. The cyanate 
at times caused an increase in the patients’ 
symptoms. Hypotensive effects were demonstra- 
ble in many cases with all drugs, including the 
placebo. These they ascribed to the psychic 
reaction. They concluded that in the light of 
present knowledge the administration of potassium 
thiocyanate in clinical practice is hazardous and 
unreliable. Since thiocyanate therapy seems to 
be in vogue again following Barker’s article,’ it 
might be well to mention a few other reports. 
Fanson, Kinsey and Palmer* reported the use of 
thiocyanates in 100 cases. In 28 per cent there 
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was significant fall in blood pressure, but in 
20 per cent there were toxic reactions. Relief of 
headache was pronounced, and the drug was rec- 
ommended for cases in which there was severe 
headache. Hines” of the Mayo Clinic, in an 
article in 1946, recommended the use of thiocya- 
nate, either the potassium or the sodium salt, in 
the treatment of relatively young hypertensive 
patients with labile blood pressures and severe 
headaches. He mentioned also the numerous 
reactions that occurred, even though the blood 
level was kept between 8 and 12 mg. per hundred 
cubic centimeters when possible. Among the 
reactions were lassitude, weakness, mental con- 
fusion, dermatitis, purpura, nausea, vomiting and 
occasionally cyanate goiters. A later report’’ 
from the same clinic mentioned several cases of 
osteoporosis due to the drug. Some deaths have 
been reported. 

Wakerlin and his associates and others’* 
have reported the use in hypertension of an 
extract obtained from hog kidney which does not 
contain renin, antirenin or angiotonase. Though 
a slight fall in blood pressure was noted in some 
cases, it was only in those in which there was 
a febrile or toxic reaction to the extract. Vitamin 
A in large doses has been administered to dogs 
with experimental hypertension,''* but there are 
no available reports on its successful use in 
humans. Davis and Poser'* reported the use of 
large doses of vitamin C in the form of ascorbic 
acid. They gave 1 Gm. daily in divided doses 
and obtained fair results. It was postulated that 
the vitamin may inhibit the formation of hyper- 
tensinogen, but the authors emphasized that much 
experimental work needs to be done. 

Willson'' reported on the use of veratrone, 
a derivative of Veratrum, in the treatment of 
hypertensive and pre-eclamptic patients. The 
drug was administered in doses of .5 to .75 cc. 
subcutaneously. In thirty minutes another dose 
of .25 cc. was given if there was no reaction. In 
most instances there was a fall in blood pressure 
that lasted several hours. In some cases there 
was a slight rise in the pulse rate. The action 
of the drug, like that of Veratrum viride, is 
through its peripheral dilating effect and _ its 
depressant action on the heart, the latter being 
mediated through the vagus. There were no 
recent reports confirming or discrediting this 
paper, and it is interesting to note that Veratrum 
has again appeared on the drugstore shelves in 
combination with phenobarbital and one of the 


VotuME XXXV 
NuMBER 3 
nitrites. This drug may be of value, but there 
is insufficient evidence to recommend it at pres- 
ent. Tetra ethyl ammonium salts have been 
tried in hypertension, but their use is not recom- 
mended in the day-to-day treatment of the con- 
dition. Some value has been placed on the drug 
as a test prior to surgery.” 

Griffith and his co-workers'” have ap- 
proached the medical treatment of hypertension 
along slightly different lines. They have found 
a group of patients that did not respond to the 
thiocyanates, whose blood contained an antidiuret- 
ic substance or an increase in gonadotropic hor- 
mone, or both. These patients were treated 
either by pituitary irradiation, by the repeated 
injection of pitressin tanate in oil, or by 
the administration of male or female sex hor- 
mones. They reported a drop in pressure in about 
half of their patients, and clinical improvement 
of symptoms in slightly more than half. 

This field is wide open for further investiga- 
tion, but the difficulty lies in obtaining the neces- 


b 


‘sary bioassays for the antidiuretic substance and 


the presence of increased gonadotropic hormone in 
the serum. It is probably safe to give the method 
a clinical trial in patients under 60 who have 
had no vascular accidents, but better results 
would undoubtedly be obtained if the suggested 
tests were run first to eliminate potential nonre- 
actors. 
DIET THERAPY 

Off and on for over forty years it has been 
suggested that dietary factors might have a part 
in the appearance or aggravation of hypertension. 
For some time too, it has been noted that obesity 
is frequently a bedfellow of hypertension, and 
weight reduction has always been one of the 
things offered to obese hypertensive patients with 
the assurance that as the weight fell, so would 
the blood pressure. And often this is entirely 
true, as illustrated by a recent report by Adlers- 
berg, Coler and Laval.” 

The part that salt plays in the diet was first 
suspected by Ambard in France in 1905, and 
later by Allen and others in this country. At 
first the chloride was believed to be the harmful 
element. Later studies have indicted the sodium 
ion.'” It is our observation that application of 
Kempner’s routine’’’” with his rice diet provides 
better results and is more logical than any other 
dietary regime. His work first appeared in 1945 
and heralded a new era in dietary restriction. 
He has had excellent results, not only in the 
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reduction of blood pressure, but also in the re- 
duction of the size of the heart, the absorption of 
retinal exudates and the reduction of edema. 
It is also noteworthy that he has caused revision 
in the concepts of the minimum protein intake 
required by the body for nitrogen balance. 

Basically his rice-fruit-sugar diet, or as it 
is more commonly known, the “rice diet,” fur- 
nishes 2,000 calories. The diet contains approxi- 
mately 5 Gm. of fat and 20 Gm. of protein 
derived from the rice and fruit, and not more 
than 0.2 Gm. of chloride and 0.15 Gm. of sodium. 
From 200 to 300 Gm. of dry rice with sugar and 
fresh or preserved fruits is allowed daily. Fluid 
intake is limited to from 700 to 1,000 cc. of fruit 
juices daily, no water being allowed. The diet is 
supplemented by vitamins and iron. Kempners 
theory is that food substances, particularly animal 
proteins, contain unknown substances that con- 
tribute to or aggravate hypertension. After a vary- 
ing period of time, depending on response, the diet 
is liberalized by the addition of nonleguminous 
vegetables and small amounts of potatoes, liver, 
beef, chicken, fish or eggs. No salt or fat is 
allowed. 

Grollman,’* on the other hand, believes that 
sodium restriction is the essential factor and 
allows a much more liberal diet in so far as 
variety is concerned, but he restricts caloric 
intake to 2,000 calories and sodium intake to 
less than 1 Gm. The milk allowed in his diet is 
dialyzed to remove sodium, and all foods are low 
in sodium content and are prepared without the 
addition of salt. It is too early to judge the diets 
statistically, but it is certainly safe to say that 
Grollman”™ does not have the faith in his diet that 
is evidenced by Kempner**” in his. 

Occasional injections of mercurial diuretics 
have been suggested in order to allow the use of 
a slightly more liberal intake of salt. Their 
action on the kidney tubules increases salt ex- 
cretion through decreased absorption.””” 


PSYCHOTHERAPY 

Studies have revealed the absence of renin 
and angiotonin in the blood of patients with 
essential hypertension. Because of this, and be- 
cause of the relatively small number of hyperten- 
sive patients relieved by the cure of unilateral 
renal disease, there has been more investigation 
into the neurogenic side of the disease. And it 
is true that the most valuable medical weapon 
for use in the average case of hypertension is 


psychotherapy. This may range from the use 
of reassurance and good common sense to — ad- 
vanced psychotherapy. The patient must be taught 
to live with his disease, to adjust his work and 
play schedule to relieve himself of strain as much 
as possible and to budget his leisure hours for the 
maximum relaxation. It is helpful to encourage 
the patient to express his aggression and resent- 
ments by directed work and play, and by physical 
exercise that will not tax the cardiovascular 
system. Every effort should be made to alle- 
viate the patient’s dread of his disease, and the 
hopeful aspects of the picture should be presented 
to him. Useful adjuncts to the psychotherapy 
employed are rest, sedation and the omission of 
smoking. The patient should be encouraged to 
sleep eight to ten hours nightly, to rest in bed over 
the weekend whenever possible, and to rest for one- 
half to one hour once or twice during the day if 
at all possible. The use of sedatives is also of 
great value. These relieve nervous tension and 
promote rest and sleep. The most commonly 
employed are phenobarbital or amytal, or the 


bromides. 
CONCLUSIONS 
There is still no medical cure for hyperten- 
sion. It is our opinion that the judicious use 
of sedatives, a low sodium diet, preferably the 
rice diet, and proper application of basic princi- 
ples of psychotherapy seem to offer the most for 
alleviation of this condition up to the present 
time. 
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This is the second of four papers on “Hypertension” 
presented at the St. Augustine Convention. The first ap- 
peared in the August issue. 

Discussions of the entire symposium will be published 


at the end of the fourth paper. 











War Surgery Up Front 


WititiAM C. Roserts, M.D. 
PANAMA CITY 


The Good Book records: “You will hear of 
wars and rumors of wars.”' History has proved 
this statement to be a positive fact. There are 
today sporadic armed conflicts going on about the 
world. There are today strong rumors of wars 
yet to be fought. We sincerely hope that in the 
future the statement in the Good Book will serve 
as an historical record only, and not a statement 
of realistic prophecy. In spite of the bad that 
results from war, there necessarily emerges some 
good, and we should try to profit from both 
returns. The bad speaks for itself. The havoc 
wrought should itself prevent war. The good that 
emerges from war is that it stimulates our lethar- 
gic endeavors and forces us to greater achieve- 
ment, be it industrial, economic or scientific 
accomplishments. 

We as medical men and women-are perhaps 
more concerned with the scientific phase in gen- 
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eral, and particularly the preservation, repair 
and salvage of the human body. World War II 
gave us much experience from which much 
benefit has been derived from a medical and 
surgical standpoint. The knowledge gained 
should pay dividends in the event of future con- 
flict as well as in peacetime medicine and surgery 
at home. 

Many excellent contributions have appeared 
in the literature with reference to war surgery. 
I_ will not go into detail about policy, procedure 
and technic in the care of battle casualties, but 
I take great pleasure in directing your attention to 
two articles about war surgery published in recent 
journals, namely, “Notes on Abdominal Wounds 
Received in Battle’ by Drs. Fred W. Rankin 
and Lawrence E. Hurt* of Lexington, Ky., ap- 
pearing in the December 1947 issue of The 
Southern Surgeon, and “Wounds of the Colon 
and Rectum” by Dr. C. Frank Chunn* of Tampa, 
appearing in The Journal of the Florida Medical 








fc 


el 


he 
da 
th 
of 
tie 
to 
St 


ou 
tin 
fo 
do 
off 


Ca: 





AV 


the 
in.) 


Int. 


am- 


b08- 


on’ 


ap- 


hed 


ire 
ut 

to 
nt 


ds 


|p- 











J. Frortpa M. 
SEPTEMBER, eae 


Association in November 1947. I would urge 
every physician and especially every surgeon 
to read these articles for what value they may 
offer in event of future conflict at home or 
abroad. 

Serving with the Seventy-Fourth Field Hos- 
pital during the Okinawan campaign, I was 
fortunate, or perhaps I should say unfortunate, 
enough to experience war surgery in the rough. 
Normally a field hospital under canvas has 
a bed capacity of 400 beds. Ours carried a daily 
census of 600 patients during the heaviest fighting. 
It was the first field hospital forward and often- 
times only 1,000 yards behind the fighting front. 
We, therefore, received casualties relatively soon 
after being hit. There were but few portable 
surgical units farther forward than we; so we were 
called upon to serve in this capacity. We had two 
such units attached to our hospital staff. As there 
were few evacuation hospitals on the island, we 
were forced not only to do life-saving surgery 
but some definitive surgery as well. We did not, 
however, keep our casualties longer than twelve 
days, and the ones who remained that long were 
the more severely wounded suffering from lesions 
of the chest and abdomen. We evacuated casual- 
ties mostly directly to hospital ships and by air 
to Guam, Saipan, Tinian, Honolulu and _ the 
States. 

During the period from April 26 to June 21, 
1945 inclusive, only fifty-seven days and nights, 
our hospital operated at the same location con- 
tinuously. This period was our heaviest per- 
formance. To give a brief summary and break- 
down of our casualties during this period, the 
official data are presented in tables 1 and 2: 


TABLE 1.—CLASSIFICATION, MORTALITY 
AND DISPOSITION 


Casualties 
Patients admitted during period 3,731 
Medical cases 912 
Surgical cases ; ; : so SID 
Nonbattle casualties ; 315 
Battle casualties 2,504 
Mortality 
Deaths ae 69 
From nonbattle casualties 11 
From battle casualties 58 
Mortality rate, nonbattle casualties : 3.45 
Mortality rate, battle casualties 2.31 
Mortality rate, all admissions 1.85 
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Disposition 

Patients returned to duty . 790 

Medical ce 332 

Surgical 458 
Evacuated 2,609 
Absent without leave 2 
Remaining in hospital June 22, 1945 330 


TABLE 2.—SURGICAL SERVICE 


Penetrating wounds of abdomen 
Celiotomy with no visceral damage found 20 
Perforations of intestine ae ae 45 
Rupture of spleen with splenectomy 10 
Bladder injuries mn ieee 8 
Liver damage a u 3 
Kidney damage see eae ‘ coger 3 
Stomach damage 5 


Total - 94 
Chest wounds 
Sucking wounds eee wie eee . 48 
Nonsucking wounds wicchaeel 92 
Diaphragm wounds : fC 9 
Combination thoraco-abdominal wounds ............. : 22 
Total ana eee eee ee ee ee 171 
Extremity wounds* 
Compound fracture, humerus 65 
Compound fracture, femur ae 


Compound fracture other than humerus or femur 393 


Total .... ies ipaotedrcee aca 518 
Amputations** 
Arms : ms — | 
Hands a = ; Sr ee —— 
Fingers 8 
Thighs ; eon ee e ee ae 
Legs Lesa eee ; 5 
Legs, bilateral . eee ee 1 
Legs and arms (basket) ................0.0..c......0sess0.. 1 
Total ls oss eas 39 
Life-saving tracheotomy procedures ..........0.ccccccccccee = 8 
Burns*** 
Severe burns i 18 
Minor burns ................ a” 30 
Tow! ....... 48 


Maxillofacial and head injuries, which inchaded pene- 
trating wounds of the skull, fractures, lacerations, 
contusions, abrasions and massive soft tissue damage 125 

Eye injuries 


Enucleations ......... . 15 
Other injuries involving major eye surgery. Saks ee 
Total = 25 
Appendectomies***#* ooo ccceccoe 8 

Debridements 
Major ........ nccasie a 
| RE SREY ae 385 
Total 1,791 


“Penetrating wounds of the chest with compound fracture 
of the humerus, 9, femur, 6, other than humerus or femur, 16, 
Penetrating wounds of the abdomen with compound frac- 
ture of the humerus, 5, femur, 3, other than humerus or 
femur, 
** Of the 28 major amputations, 10 were performed because 
of gangrene. In 8 of the 10 gas gangrene was present, with 
1 death resulting. Penetrating wounds of the chest with 
amputation of an arm or leg, 16; penetrating wounds of 
the abdomen with amputation of an arm or leg, 7. 
*** These included burns as the result of fire, steam and 
phosphorus. The penetrating phosphorus burns were the 
hardest to cope with (removal, copper sulfate solution and 
dressings). 
anne 


Among the patients subjected to appendectomy was 
Maj. Gen. Archibald Arnold, Commanding Officer of the 
Seventh Division Infantry. 
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With due consideration of the number, type 
and severity of casualties, transportation facili- 
ties, the terrain over which it was necessary to 
travel with the injured from the front, and the 
environment in which we operated, we were 
indeed proud of our record during this period 
of heaviest fighting. Many, many more casual- 
ties were handled before hostilities ceased. As I 
recall, the number exceeded 6,000. Soon after 
hostilities ceased, naturally the surgical cases 
became almost nil and medical cases soared to 
keep the hospital completely filled until a 
typhoon deactivated the unit. 

What did we learn or what did we refresh our 
memories with that would be of benefit in future 
conflict as well as being applicable to our 
peacetime, home town surgery? In my opinion 
the summary would be as follows: 

Get the most competent surgeons as near the 
injured persons as practically possible. The 
initial surgical judgment and skill are the key- 
notes to saving of life and salvaging of body for 
the best possible future function. 

Physically handle the injured as carefully 
and as gently as possible, particularly in case of 
severe fracture. 

Combat shock heroically before, during and 
afterwards, and especially be on the alert for 
blast injuries when no visible signs are evident. 

Make intelligent use, without waste, of blood, 
plasma, oxygen and fluids, and freedom from 
exposure. 

Resort to such careful and gentle and pre- 
cision surgery as is practically possible with the 
best anesthetic available, particularly for positive 
pressure anesthesia in chest cases and diaphragm 
injuries. 

Carefully and thoughtfully employ debride- 
ment of devitalized tissue, saving as much of the 
healthy tissue as possible without jeopardizing 
the safety of the patient or the adjacent tissues, 
thus removing a big source for development of 
gas bacillus infection. 

Carefully and thoughtfully survey and eval- 
uate the blood supply to tissues before they are 
needlessly sacrificed. 

Observe closely for arteriovenous fistulas in 
massive tissue damage. 

Procrastinate before unnecessary amputations 
are performed. 

Detect and correct sucking wounds of the 
chest as soon as possible. 
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Use the best judgment possible in evaluating 
penetrating wounds of the abdomen with refer- 
ence to hemorrhage and viscus damage. 

Carry out frequent aspirations of hemothorax, 
If hemorrhage persists, it is usually not the 
lung bleeding. The hilus, intercostal vessels or 
internal mammillary vessels are usually the 
source. 

Plasma, blood, fluids and vaseline gauze with 
fluff pressure dressings are still the best fo 
burns with close check on the hematocrit level. 

Replacement therapy such as blood, plasma, 
fluids and oxygen, bacteriostatic aids such as peni- 
cillin and sulfonamides, bactericidal measures such 
as iodine, alcohol and merthiolate, prophylactics 
such as tetanus toxoid and gas bacillus serum, all 
are helpful adjuvants, but they are not a panacea 
for poor surgery and faulty surgical judgment. 
Good surgery is still the predominant factor in 
the cure of injury and surgical disease. 

Do not lose sight of the value of morale in 
surgical patients. The will, determination and 
effort on the patient’s part to live and recover 
completely are major items in so doing. Every 
effort should be exhausted in building and keep- 
ing up morale. This need was especially ex- 
hibited to me during my combat experience and 
surely it is applicable and appropriate to peace- 
time and home town surgery. as well. Early 
ambulation helps the morale of a patient as much 
as it helps to prevent thrombophlebitis, phleb- 
othrombosis, embolus, atelectasis, pneumonia or 
acute peripheral collapse and it aids in tissue 
healing as well. 

The value of nursing care was emphasized in 
war surgery, and, I might say, nursing care by 
women. Not enough credit or praise has been 
given the war nurse who experienced combat. I 
know that many soldiers were saved who would 
have died had it not been for the war nurses 
who attended them. The softness of their voices, 
the gentleness of their hands and the consoling 
words they uttered to seriously injured soldiers 
cannot be underestimated for the value rendered. 
If we could have had nurses during the worst of 
the campaign, I am convinced we could have 
lowered the mortality rate still more. The value 
of a well trained nurse to a surgical patient is too 
well established. 
phasized this value. 


Combat experience only em- 


It is most amazing how much punishment, 
deprivation, exposure and loss of life’s substance 
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a sound, healthy human being with a high morale 
can withstand and not die. This fact was most 
impressive in war surgery. In peacetime home 
town surgery, therefore, why not pursue every 
effort to prepare surgical patients preoperatively 
the best that is practically possible in order that 
they may better withstand the additional damage, 
danger and punishment of the surgeon’s knife? 

Even though we may have excellent surgical 
adjuncts at our finger tips, in the present and 
the future as well as the past, be it in war or in 
peace, the value of good surgery to the surgical 
patient has no peer. 
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348 Cove Boulevard. 
DISCUSSION 


Dr. J. RocHer CuHappett, Orlando: Many civilian 
surgeons, when first confronted with surgery in_ the 
combat zone, were appalied with the conditions under 
which it had to be done and flatly stated that good 
surgery under such conditions was impossible. Dr. 
Roberts, by means of his excellent motion picture and 
his statistical review of casualties treated in the Seventy- 
Fourth Field Hospital, shows this assumption to be 
untrue. A mortality rate of 1.85 for over 3,700 admis- 
sions is one to be extremely proud of and compares most 
favorably with mortality tables in the best equipped 
and ideally situated civilian hospitals. 

Military surgery should not be regarded as a crude 
departure from accepted surgical standards but as a 
development of the science to carry out a specialized 
and highly significant mission. It is erroneous to assume 
that the surgery of war is entirely molded by the con- 
cession to the need for haste and confusion for caring 
for an overwhelming number of patients. 

The facilities for surgery are determined by the 
geographic development of a military force, and the 
phases of surgical management must conform with mili- 
tary echelons. In the combat zone surgery must, of 
necessity, consist largely of first aid measures such as 
controlling hemorrhage, splinting, dressings, instituting 
resuscitation and initiation of chemotherapy. At this point 
initial surgery must also be carried out, such as com- 
pletion of resuscitation, surgery to eradicate infection 
and debridements, and emergency surgery. Surgery in 
the zone of communications consists largely of reparative 
measures, and in the zone of interior it is reconstructive 
and rehabilitative. 

During my tour of duty overseas, I was privileged 
to see casualties in the zone of communications and in 
the combat zone, several months being spent in the same 
area which Dr. Roberts has so graphically shown us. 
From this experience there are a few comments I should 
like to make: 

First, it is fervently hoped that before the next world 
war takes place a satisfactory substitute for plaster of 
paris will have been discovered, especially one that can 
be used in the tropics. Casualties received from the 
front on their way home, in plaster casts, were invariably 
in bad shape. The majority of the casts were broken 
because of the long time required to harden in the 
tropical climate, necessitating realignment of fractures 
and new casts before they continued their journey. 

Second, while I am satisfied that the guillotine type 
of amputations we did was the best suited for military 
surgery, there were complications for which we always 
had to be on the alert. During the Philippine campaign, 


we 
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we received a good many amputees and did the initial 
dressing of them, many as late as seven days after am- 
putation. On removal of the packing from the stump 
of 2 of these patients, pulmonary emboli occurred 
almost immediately. From then on, it was our practice 
to do a high femoral vein ligation before disturbing the 
dressing. Occasionally, we would find the vein occluded 
high in the leg, and it would be necessary to do an 
abdominal ligation. 

Third, I am satisfied a few unnecessary amputations 
were done, particularly of the lower extremities, as a re- 
sult of high velocity wounds causing what we spoke of as 
segmental vasospasm or concussion of the extremity. In 
these cases a typical picture of ischemia of the extremity 
with an absence of demonstrable peripheral circulation was 
present, and simple debridement with wide incision of the 
fascial planes gave rapid relief. The peripheral circulation 
was very stubborn about returning to normal without 
debridement, and I am certain that a number of these 
cases amputation was performed unnecessarily. 

Fourth, regarding anesthesia, I am sure that a great 
many civilian surgeons like myself first used trained 
M.D. anesthetists in the services and I am satisfied 
that the contribution of these anesthetists to the better 
care of military casualties will rank alongside that of 
chemotherapy, penicillin and whole blood. I was one 
of those fortunate enough to have a trained M.D. 
anesthetist with me in this country and overseas and I 
was so pleased with their work that upon my return 
to civilian life, the securing of one for our hospital be- 
came my number one project. 

Fifth, we have read and heard a great deal about 
replacement therapy, the use of intravenous fluids, plasma 
and the like, but in the treatment of the severely 
wounded and badly shocked patient there is no substitute 
for whole blood. We frequently gave whole blood to 
soldiers on Okinawa within forty-eight hours after it had 
been taken from donors in the states. This blood was 
truly life-saving in many, many instances. I have been 
asked on several occasions what, in my opinion, was 
the greatest life-saving measure we used in the treatment 
of the wounded. My answer was and will be—blood— 
whole blood. 

This picture Dr. Roberts has shown depicts graphi- 
cally the conditions under which we worked in the 
Pecific. It was made under trying circumstances and 
difficult conditions. He is to be congratulated on its 
thoroughness and its excellent technic. 

Dr. Don C. Rosertson, Orlando: I appreciate the op- 
portunity to say a few words regarding this most 
interesting and unusual contribution to surgery of World 
War II. It is interesting and unusual because to my 
knowledge it is the first and only motion picture taken 
by a medical officer of war surgery in a field hospital 
near the front line. I would call particular attention to 
the large number of casualties cared for in a_ period 
of two months with a record low in mortality. Dr. 
Roberts and his group richly deserved the official com- 
mendation from the War Department for this excellent 
record. The short interval of time elapsing from injury 
to admission to their field hospital was undoubtedly 
in their favor as regards low mortality and morbidity. 
I would, however, prefer to believe that the chief 
factors concerned were primarily a highly organized effi- 
cient and skillful group from corps men and nurse to 
surgeon. 

Dr. Roberts asked me to make a few remarks regard- 
ing the care of these casualties after evacuation to the 
named general hospitals in the United States because 
it was in these hospitals that the final definitive surgery 
was completed and they were either returned to duty 
or separated from the service. I was stationed at 
Schick General Hospital, which was named after Lt. 
Schick, the first medical officer killed in this war. The 
bed capacity was 3,000, and this hospital was designated 
as a specialty center for general surgery and orthopedic 
surgery. The majority of casualties reached there in 
from one to six weeks and for the most part were in 
excellent condition considering the nature of their wounds. 
In a three year period, however, 12,480 surgical patients 
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were admitted, and of this number 9,735 were operated 
upon. There were 3 operative deaths, resulting in a 
surgical mortality of .03 per cent. 

Time will not permit even an enumeration of the 
multiple problems with which we were confronted. Only 
brief reference will therefore be made to three types of 
cases which comprised a large portion of our work. 

There was a rather large number of very extensive 
compound comminuted fractures which in many cases 
required six to fourteen months of treatment. This con- 
sisted chiefly of measures to clear up the infected wounds, 
removal of sequestra, removal of foreign bodies, multiple 
stage skin grafting, and revision of wounds before final 
definitive reconstructive bone and tendon repair could be 
effected. A fairly good-sized group of extensive postopera- 
tive and traumatic ventral hernias from other theaters of 
war presented problems of closure, often necessitating the 
use of the entire fascia lata from one thigh. On the whole, 
very gratifying results were obtained in this group. 

The colostomy cases numbered 72, and in 64 of these 
there was closure following crushing of the spur by 
means of the intraperitoneal method. In this group there 
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was 1 death from pneumonia, 1 recurrence, 2 deep and 4 
superficial wound infections. None closed spontaneously 
following adequate crushing of the spur. Difficulties with 
these colostomies were conspicuous by their absence. 

We saw so many patients returned to us who had re- 
ceived multiple perforations and transections of the large 
and small bowel that most of us got the impression that 
it took more than a full measure of machine gun bullets 
or shell fragments in the abdomen to kill the American 
soldier. But you know as well as I do that these boys 
lived because of the initial skillful surgery and care that 
you saw them receive today up front. 

Dr. ROBERTS, CONCLUDING: I appreciate the discussions 
by Dr. Chappell and Dr. Robertson and also appreciate 
Dr. Spicer coming to the front and giving our good boys 
a hand. Those medical corps men who were our medical 
nurses did a wonderful job. 

Again I want to thank anyone who sent blood over- 
seas to us when it was so needed. 

My two conclusions are: (1) that the fellows who 
start these wars do not fight them, and (2) the fellows who 
fight them, do not start them. 


Chronic Ulceration of Lower Leg Treated 
by Excision and Skin Grafting 


FREDERICK Harpy Bowen, M.D. 
JACKSONVILLE 


There is some opinion among physicians that 
many ulcers of the leg are incurable and that 
patients with these ulcers are annoying chronic 
invalids. To controvert this view, I am _ pre- 
senting 3 cases in which ulcers of the leg have been 
cured by excision and skin grafting. In 2 of these 
cases the ulcer has remained healed for over a 
year and in the third case for seven months. 


REPORT OF CASES 


Case 1—S. J., a 24 year old Negro man, was ad- 
mitted to Brewster Hospital on Feb. 18, 1947, complain- 
ing of an extensive ulcer of the lower portion of the 
right leg of twenty-eight months’ duration. Twenty-eight 
months before admission, he had sustained burns of 
both lower extremities, and the left leg had _ healed 
without complication. The right leg had healed partially, 
but a persistent unhealed area remained above the 
malleoli. An unsuccessful split thickness skin graft was 
applied to this area in another community in 1945. 

On physicial examination, the patient was noted to 
be a well developed and nourished man. The _ blood 
pressure was 120 systolic and 80 diastolic. Moderate 
varicose veins were observed over the right lower ex- 
tremity, and there was a large ulcer located approxi- 
mately 3 inches above the malleoli which almost com- 
pletely girdled the leg. This ulcer was narrow over 
the tibia and wider on either side as it extended back- 
ward; it measured 2 inches over the tibia and 314 inches 
on either side. Extensive depigmentation and much 
hard scar tissue surrounded the ulcer, but the ulcerated 
area itself was moderately clean. Moderate swelling of 
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the foot was present distal to the ulcer; the right lower 
extremity perspired excessively as compared with the 
left and was slightly cooler than the left. The patient 
limped when he walked, due to the painful ulcer. 

The red blood cell count was 4,990,000, and the 
hemoglobin was 14.45 Gm.; the white blood cell count 
was 6,850. The differential count was 7 per cent eosino- 
phils, 3 per cent stab forms, 43 per cent polymorphonu- 
clear leukocytes, 46 per cent lymphocytes and 1 per cent 
monocytes. The urine showed a specific gravity of 
1.018 with a trace of albumin; 20 to 25 white blood 
cells per high power field and mucous threads were 
noted in the urine. Urinalysis done at a later date 
showed a faint trace of albumin with 1 to 3 white 
blood cells per high power field still remaining. The 
blood Kahn test gave negative results. 

Stereoscopic roentgenograms of the chest showed the 
lungs to be clear. Roentgen examination a month before 
admission was reported as follows: “X-ray examination of 
the lower two-thirds of the right leg reveals irregular 
thickening of the articular cortex of the fibula. This reaches 
a maximum of about 9 mm. at approximately the mid- 
point of the fibula or 21 cm. above the ankle joint. 
It is irregularly thickened from this point downward 
to a point just above the ankle joint proper. The cortex 
of the tibia is also thickened in the corresponding area 
along its anterior and medial aspects. The thickening 
of the tibia is much more uniform than that of the 
fibula. There is no evidence of recent new bone forma- 
tion or sequestra. X-ray Opinion: There is evidence 
of chronic reaction of both bones to irritation, but most 
of this can be explained on physical bases. There is 
no definite evidence of active bone infection.” 

On the day following admission, under local anesthesia, 
ligation of the right saphenous vein was done at the 
saphenofemoral junction and at a point 3 inches above the 
knee. The patient was then anesthetized, and the ulcer 
was excised down to and including the deep fascia so 
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that the tendons were clearly exposed. The veins opening 
into the ulcerated area were ligated, the resulting defect 
was packed open with vaseline gauze, and a_ pressure 
dressing was applied. An ace bandage was applied from 
the toes to the groin. Ten days following admission, a 
right lumbar sympathetic block was done with novestoil ; 
2% cc. of novestoil was injected through each port. 
The dressing was changed frequently, and hypertonic 
saline compresses were applied to the ulcerated area. 
The patient was given penicillin for eleven days following 
excision of the ulcer. 

In preparing the leg for skin grafting, acetic acid com- 
presses were used in combating an infection which was 
characterized by greenish yellow, sweet-smelling pus 
and was probably due to a Bacillus pyocyaneus infection. 
Chlorophyll ointment was also applied. Twenty days 
after admission, 125 pinch grafts were removed from 
the left thigh and applied to the granulating area where 
the ulcer had been located. These grafts took readily, 
and the ulcer was healed eighteen days after they were 
applied. When the ulcer was almost healed, the dressing 
was removed completely, and 2 per cent gentian violet 
solution was applied to the area until healing was 
complete. The patient was discharged on March 29 
after a hospital stay of thirty-nine days. 

It was noted three months after discharge that the 
grafted area was firmly healed. The area between the grafts 
had filled in so that it was smooth. The patient had worn 
an ace bandage continuously from the time of his dis- 
charge from the hospital until he was seen at the time 
of the three months’ check-up. He was instructed to 
reduce the time the bandage was worn gradually and 
eventually to discard it. 

Case 2—L. B., a 57 year old Negro woman, was 
admitted to Brewster Hospital on Feb. 2, 1947, com- 
plaining of a chronic ulcer of the lower part of the left 
leg of ten to fourteen years’ duration. The patient had 
had varicose veins for the past four years. She had 
had syphilis for a questionable number of years, but 
her reaction to the blood Kahn test was negative on 
admission and had been negative for at least six months, 
and it was thought that she had received adequate treat- 
ment for syphilis. She was admitted to the hospital 
for treatment of the ulcer. 

On physicial examination, the patient was noted to 
be a well developed and nourished woman who was 
most apprehensive. The teeth were in very foul con- 
dition, and numerous cavities were noted. The blood 
pressure was 170 systolic and 90 diastolic, and the brachial 
vessels were palpable and seemed thickened. Abdominal 
and pelvic examinations gave negative results. An ulcer 
measuring 214 by 3 inches was present over the lower 
anterior surface of the lower portion of the left leg. 
The ulcer was surrounded by an indurated area, and a 
zone of depigmented scar tissue extended upward from 
the ulcer. The foot showed a brawny chronic lymph- 
edema, which was especially marked on the medial side 
of the ankle. Small varicosities were noted in the left 
thigh. The deep femoral venous circulation was patent, 
and the communicating veins were competent. 

Roentgen examination was as follows: “X-ray exami- 
nation covering the left leg from just below the knee 
downward to include the ankle and part of the foot 
shows at least two distinct processes present in the bones 
of the leg. In the area 5 to 11 cm. above the ankle 
joint on the anterior and medial aspect of the tibia, the 
bone is markedly altered by thickening of the cortex up 
to a maximum of 2 cm., roughening of the surface and 
reduction of the thickness of the medullary cavities. In 
addition to the above localized lesion, there is a general- 
ized increased thickness of the cortex of both tibia and 
fibula. Opinion: There are two distinct bone lesions in 
the left leg. The generalized condition is probably luetic 
osteitis and the localized lesion on an osteomyelitic basis.” 


Urinalysis gave negative results. The red blood cell count 
was 4,120,000, and the hemoglobin was 12.62 Gm. The 
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differential count was 46 per cent polymorphonuclear 
leukocytes, 52 per cent lymphocytes and 2 per cent 
eosinophils. The fasting blood sugar was 143 and the 
urea nitrogen 16 mg. per hundred cubic centimeters of 
blood. The blood Kahn test gave negative results on 
two occasions. Examination of the spinal fluid showed 
3 white blood cells per cubic millimeter, and the reaction 
to the spinal fluid Kahn test was negative. The reading 
of the spinal fluid colloidal gold test was 22332211. The 
Wassermann reaction of the diluted fluid was 4 plus in 
the .4 dilution, 4 plus in the .6 dilution, 4 plus in the .8 
dilution and 4 plus in the 1 dilution. The glucose toler- 
ance test was according to the following table: 


Blood Sugar Urine Sugar 


Fasting specimen 120 mg. Neg. 
% hr. after glucose 200 mg. Neg. 
1 hr. after glucose 120 mg. Neg. 
2 hrs. after glucose 133 mg. Neg. 
3 hrs. after glucose 112 mg. Neg. 


The quantitative sugar in a twenty-four hour speci- 
men of urine was 1.1475 Gm. in twenty-four hours. 
On another twenty-four hour specimen, the quantitative 
sugar was 1.3322 Gm. On a third quantitative twenty- 
four hour specimen, the sugar was 1.6157 Gm. It was 
concluded from these examinations that the patient had 
cerebrospinal syphilis and mild diabetes, which were 
probably playing a part in the causation of the ulcer 
on the leg. 

The day following admission to the hospital, with 
the patient under general anesthesia, the ulcer was ex- 
cised down to and including the deep fascia. Following 
this procedure, part of the tibia was exposed, and multi- 
ple drill holes were made in the bone with a % inch 
drill, placing the drill holes approximately 4% inch apart. 
This dissection was done under a tourniquet which was 
applied for approximately forty-five minutes. The ulcer 
was covered with vaseline gauze, and a pressure dressing 
was applied. This was replaced by a continuous warm 
dressing of salt solution approximately two days after 
the operation. One week after the excision, a left 
lumbar sympathetic block with bromsalizol was done. 
Eight days after the excision of the ulcer, the left 
saphenous vein was ligated at the saphenofemoral 
junction just above the knee with the patient under 
general anesthesia. It was noted at this operation that 
the femoral lymph nodes were enlarged. Thirty thousand 
units of penicillin was administered every three hours 
following the excision of the ulcer, and this treatment 
was continued. Warm compresses were used in pre- 
paring the ulcerated area for skin grafting. 

The patient was given aminoids (a protein hydroly- 
sate, ounces 2 in milk three times a day, during her stay 
in the hospital and she was also given daily a quart 
of milk, multip'e vitamin therapy and % ounce of 
B-Nicoflavin with iron (F.F.) twice daily. She received in- 
tensive antisyphilitic therapy with dichlorophenarsine, in- 
jections of bismuth subsalicylate and 5,880,000 units of pen- 
icillin distributed over a period of eleven days. This was in 
addition to the penicillin she received before a positive 
diagnosis of cerebrospinal syphilis was made. In ail. 
440 mg. of dichlorophenarsine and a total dosage of 
10 cc. of bismuth subsalicylate intramuscularly were ad- 
ministered. ; 

Twenty-three days after admission, pinch grafts were 
applied to part of the ulcer, as all of the granulating 
area was not healthy enough to receive grafts. A con- 
siderable degree of healing followed this procedure, and 
ten days later pinch grafts were again applied. Almost 
all of these grafts took, and the ulcer was completely 
healed in ten days. The patient was discharged from 
the hospital forty-six days after admission. 

At the end of three months, the scar of the ulcer had 
contracted markedly. The patient had been wearing 
an improperly applied ace bandage since her discharge 
from the hospital. At the end of six months, it was 
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noted that she had edema of the left leg. She stated 
that this swelling was worse than it had been prior to 
operation and that the swelling was worse on standing. 
On examination, it was seen that edema was noticeable 
from the knee to the ankle, but it did not pit on pressure. 
The site of the ulcer was well healed and looked healthy. 
No noticeable varicosities were present. The patient was 
seen eleven months following discharge from the hospital, 
and it was noted that the grafted area was smaller 
than on previous examinations. 

Case 3—S. H., a 56 year old Negro man, was ad- 
mitted to the Duval County Hospital on Dec. 30, 1946, 
complaining of an ulcer of the leg of seventeen years’ 
duration. Seventeen years before admission, the patient 
had dropped a piece of wood on his left foot, scrap- 
ing some skin from it. He had paid little attention 
to this injury, but a few days later the foot had become 
inflamed. This area had gradually become larger and 
it would heal and re-open at various intervals. His left 
foot had begun to swell two months before admission. 
An ulcer had been present on the lower part of the leg 
for the past seven years without healing. He had not 
worked for fifteen years because of the leg ulcer. 
There had been a sore on his penis thirty years pre- 
viously, which had disappeared in about seven days. He 
had lived in Georgia until thirty years pricr to admission, 
when he had moved to Florida. 

On physical examination, he was a well developed and 
nourished male. The eyes revealed that the pupils were 
pin point in size, and the left did not react to light and 
accommodation; the right reacted slightly to light. An 
arcus senilis was present, and the patient was completely 
edentulous. There was an ulcerated area which com- 
pletely encircled the lower portion of the left leg and 
measured between 4 and 6 inches across. The left foot 
was involved by a chronic brawny lymphedema, and 
palpable femoral lymph nodes were present. 

The red blood cell count was 2,600,000. The serum 
protein was 8.2 Gm. The serum albumin was 2.75 Gm. 
The globulin was 5.45 Gm., giving an albumin-globulin 
ratio of .198 to 1. The nonprotein nitrogen was 54 mg. 
per hundred cubic centimeters. The blood sugar was 
80 mg. Urinalysis gave negative results. After the 
patient had received several transfusions, the red blood 
cell count was 4,230,000. A phenolsulfonphthalein test, 
done on Jan. 18, 1947, revealed a value of 6 per cent in 
the first specimen, 18 per cent in the second specimen 
and less than 5 per cent in the third specimen. This test 
was repeated and revealed a value of 10 per cent in the 
first specimen, 15 per cent in the second specimen and 
15 per cent in the third specimen. The specimens were 
collected at half-hour intervals. 

The patient was placed on a high protein, high 
vitamin diet and was given several transfusions. Several 
sympathetic blocks were done on the left side, Fifty 
days after admission, an extensive excision of the ulcer 
was done. All of the scar tissue was excised down to 
the tibia anteriorly and to the tendons posteriorly and 
laterally, and multiple drill holes were made in the tibia 
down to the marrow cavity. Several days following the 
operation, the dressing and vaseline gauze were removed, 
and the wound was cleansed with peroxide. The wound 
was then redressed, 5 per cent saline compresses were 
applied continuously, and the dressing was changed daily 
for several weeks. The wound was dressed with zinc 
peroxide at times, and this was alternated with dressings 
ot 5 per cent salt solution. Left lumbar sympathetic 
block with bromsalizol solution was done on March 13. 
Thirty days following excision, a left saphenous ligation 
at the saphenofemoral junction was done under local 
anesthesia. The following day, pinch grafts were 
removed from the right thigh and applied to the 
granulating area. A week later, a left lumbar sym- 
pathetic block was again done with bromsalizol. After 
twelve days, skin grafts were again applied to the 
granulating area. This dressing was removed a_ week 
later, and it was found that there was almost a 100 per cent 
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take of these grafts. The area between the grafts 
gradually filled in, and healing occurred in most of the 
grafted area, but the left foot continued markedly 
edematous. There developed a pressure sore at the site 
where a metal splint had been in contact with the lateral 
side of the foot. The patient was discharged after a 
hospital stay of five months. 

The pathologic examination of the excised tissue 
revealed that the specimen consisted of an irregular mass 
of tissue measuring 18 by 12 by 1% cm. The surface was 
ulcerated and had a granulomatous base. The im- 
pression was that this was a chronic ulcer of the leg. 
The patient was given penicillin during most of his five 
months’ stay in the hospital. Following his discharge, 
an abscess was opened on the left side of the foot. The 
resulting wound became infected with maggots on several 
occasions and it seemed to respond fairly well to dressings 
with chlorophyll ointment. On two occasions, pieces of 
bone with drill holes in them came out of the ulcerated 
area on the anterior part of the leg. Dried red blood 
cells were used at times in dressing the wounds. The 
maggots were killed with ether at intervals. Compres- 
sion dressings with sponge rubber and an ace bandage were 
used at times in dressing the wounds. The patient was 
seen thirty-three days after his discharge, and it was 
noted that his foot was enormously swollen and foul- 
smelling. He had a high fever and emesis, and was 
re-admitted to the hospital. The temperature on admis- 
sion was 103 F. He was treated with penicillin and 
topical applications and was able to leave the hospital 
after twenty-four days. Seventeen days after his dis- 
charge, the ulcer healed. At that time, however, there 
had developed some ulceration of the tips of the toes, 
which gradually healed. Five months following discharge 
from the hospital, the leg was still well healed, and 
the lymphedema of the foot appeared slightly less. 


COMMENT 

These 3 cases illustrate the problem of ulcers 
in the lower part of the leg. The ulcer tends to 
produce induration and thickening in the fascia, 
which contracts about the soft tissues like a band, 
preventing the return of lymph from the foot 
distal to the ulcer. This condition causes swelling 
distal to the ulcer, which was a prominent feature 
of all 3 of these cases. 


In patients with ulcers of the leg, syphilis 
should be ruled out by a careful history and 
serologic tests. If the patient has ever had syphil- 
is, an examination of the cerebrospinal fluid 
should be made. In case 2, in spite of the nega- 
tive blood Kahn reaction, the cerebrospinal fluid 
Wassermann reaction was positive in two dilutions 
and indicated the need for further treatment. It 
is just as important to rule out the presence of 
diabetes in these cases. In case 2 there was 
present a mild diabetes in spite of the absence of 
sugar from the urine, and treatment consisted of 
small doses of insulin. 


Avitaminosis and malnutrition play a part in 


the causation of these ulcers, and in all of these 
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cases the patient received vitamins and amino 
acids by mouth. Anemia is of equal importance 
and it played a small part in case 2 and a large 
part in case 3. A careful examination should 
be made for sickle cell anemia and pernicious 
anemia. Anemia should be treated by blood trans- 
fusions and hematinics. Hypoproteinemia should 
be treated by transfusions, plasma and amino 
acids parenterally and by mouth. 

Treatment in all 3 cases was excision of the 
ulcers with subsequent pinch skin grafts. In cases 
2 and 3, the bone was drilled to encourage granu- 
lations to grow from the drill holes. This measure 
resulted in sequestration of thin lamina of drilled 
bone in case 3, an unusual complication. In all 
of the cases one or more lumbar sympathetic blocks 
were done, usually with an agent of intermediate 
duration. The saphenous vein was ligated at the 
saphenofemoral junction in all of the cases and in 
the lower part of the thigh in cases 1 and 2. The 
patients were encouraged to wear ace bandages to 
support the healed lesion for six months follow- 
ing healing. 

SUMMARY 

Three cases of chronic ulceration of the lower 
part of the leg, treated by excision of the ulcer and 
skin grafting, are presented. 

The importance of excising the thickened band 
of fascia beneath the ulcer is emphasized. 

The importance of examining and treating 
patients with this condition for syphilis and dia- 
betes is pointed out. 

The importance of avitaminosis, malnutrition 
and anemia, as well as hypoproteinemia, is indi- 
cated. 

It is my belief that almost all chronic ulcera- 
tions of the leg can be cured if they are treated 
intelligently and forcefully. 

2000 Park Street. 


DISCUSSION 


Dr. Davin R. Murpuey, Jr., Tampa: I have enjoyed 
Dr. Bowen’s excellent presentation and want to congratu- 
late him upon the results he has obtained in the cases pre- 
sented. 

Chronic ulceration of the extremity is a painful, dis- 
agreeable and disabling lesion which, if not eradicated, 
may jeopardize the extremity and at times even threaten 
life. A majority of these lesions can be successfully and 
permanently healed if, as pointed out by Dr. Bowen, they 
are properly and forcefully treated. 

There are certain fundamental principles that must be 
adhered to, if permanent healing is to result: 

1. The original etiologic factor must be controlled, 
or the lesion will recur. Varicose veins must be obliterated, 
active syphilis treated, or the sugar metabolism con- 
trolled, if these are contributory factors in the ulcer. 

2. Improvement of the vascular supply to the in- 
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volved area is essential if immediate and permanent re- 
sults are to be obtained. If the ulceration has been pro- 
longed, dense scar tissue forms, the contraction of which 
decreases the blood supply. Likewise, this produces lym- 
phatic stasis. Unless this condition is remedied, an ulcer 
may be successfully grafted, only to recur when the pa- 
tient becomes ambulatory or when the wound is sub- 
jected to some trivial trauma. Adequate blood supply of 
the ulcerated area can usually be obtained by excising 
the scar tissue from the base of the ulcer, as Dr. Bowen 
has stressed, and must always be done if recurrence is to 
be minimized. In those cases in which bare bone represents 
the base, the lesion must be vascularized before definitive 
therapy is attempted. Vascularization is accomplished by 
drilling into the marrow cavity multiple small holes and 
permitting granulations to grow from the vascular mar- 
row. These quickly spread over the base area and pro- 
duce a vascular bed which can be successfully grafted. 
Vascular supply obtained in this manner may not be 
adequate to withstand ordinary trauma. It is my belief 
that in such cases treatment should consist of a sliding 
graft of skin and subcutaneous tissue and an immediate 
tree graft of the resulting defect. The healing time is not 
prolonged by this procedure, and the vascular supply is 
enhanced in that the transplanted tissue carries its own 
blood supply. These grafts must always be _ pedicled 
toward the source of the blood supply, which in the case 
of the extremities is proximal. In addition to the in- 
creased blood supply obtained in this manner, the lesion 
is covered by mobile tissues which are less likely to 
ulcerate when traumatized than is a skin fixed to the 
bone as occurs when a free graft is applied to such an 
area. 

3. Many of these cases are in the older age group, 
and in addition to the initiating factor, failure to heal 
and remain healed after adequate grafting is the result 
of diminished blood supply to the extremity. When such 
a condition exists, the chances of successfully eradicating 
the ulcer are enhanced if this blood supply can be im- 
proved. This may be accomplished by injecting the lumbar 
sympathetic chain with long-acting local anesthetic agents, 
as employed by Dr. Bowen in the cases he presented. 
If the inadequacy of the blood supply is great, prelim- 
inary sympathectomy may be required. 

The small deep graft of Davis, the so-called pinch 
graft, was the type utilized prior to the development of 
the various dermatomes. The advantages of these grafts 
are: (1) they are easy to cut; (2) the percentage of take 
is high, even in an infected field. The disadvantages are: 
(1) the donor site is unsightly and cannot be used as a 
source of skin again; (2) complete healing is prolonged; 
(3) the epithelium between the grafts is thin and does not 
withstand trauma as well as thicker grafts. The develop- 
ment of the dermatomes has made it possible for the 
occasional operator to cut split thickness grafts of various 
depths with ease. Prior to their introduction, free hand 
splitting of skin was an art difficult to master and easily 
lost if not frequently employed. Split thickness grafts, 
especially the thinner ones (eight to ten one-thousandths 
of an inch) take as well as pinch grafts. The defect is 
completely closed at once and healing is rapid. The healed 
wound is covered by epithelium of sufficient thickness 
to withstand ordinary trauma. The donor site heals 
rapidly and can be used again if necessary. For these 
reasons I believe split thickness grafts are preferable and 
should be employed in free grafting of large defects, 
especially those which are infected. If, for various reasons, 
thicker grafts or tubes are desirable, later the split skin 
can be removed, and a clean wound is available for 
further definitive therapy. 

Dr. Georct W. Morse, Pensacola: Dr. Bowen has 
just presented a most interesting paper on a condition 
that is fairly often seen. There is of course no stand- 
ardized treatment for chronic ulcers of the leg, and the 
numerous medications and therapies offered are evidence 
of the lack of knowledge regarding the basic problems in- 
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volved. The rational treatment of these ulcers must be 
based upon a sound understanding of the physiologic and 
mechanical processes responsible for and contributing to 
the ulceration. For years there has seemed to be a general 
apathy on the part of the medical profession at large in 
regard to these ulcerations. Most of the patients have 
drifted for treatment from drugstore to drugstore, from 
friend to friend and from doctor to doctor. As Dr. Bowen 
pointed out, once the chronicity of the ulceration has 
occurred, the period of treatment is long, the hospitaliza- 
tion is expensive, and the treatment is difficult, tiring and 
discouraging to the surgeon. 

Most chronic ulcerations of the leg follow minor 
trauma in a leg with varicose veins. Since in most in- 
stances these veins are secondary to an incompetency of 
the valves of the internal saphenous and communicating 
veins, surgical ligation of them will prevent ulceration 
with its resulting disability. Until physicians on noting 
varicose veins warn their patients of the need for imme- 
diate treatment of them, these ulcerations will continue to 
appear and reach the chronic stage. I am sure that the 
best method of treatment of this condition about which 
Dr. Bowen has talked today is prophylactic—the pre- 
vention of the ulcer in the first place. We do not hesi- 
tate to warn the female patient with an eroded lacerated 
cervix that treatment is necessary if a worse condition is 
to be prevented. Yet we blithely tell a patient that he 
has a bad varicose vein in his leg without warning him 
properly of the need for its treatment if he is to prevent 
a debilitating condition which economically may be far 
more costly to him. All too frequently we have seen 
patients in our offices who have had varicosities for years 
who have been told by their doctor to wear elastic stock- 
ings. Except for those who have definite medical contra- 
indications, there is no excuse for this type of advice. 
They do not correct the condition; they merely act as a 
truss does in the patient with a rupture. I am sure we all 
agree that the best treatment is prevention. As Dr. Bowen 
has just demonstrated to us, once they have occurred, 
however, the condition is not hopeless and can definitely 
be cured. 

Dr. J. Rocner CHAPPELL, Orlando: It is not cus- 
tomary for the presiding officer to take up any of the 
small amount of time allotted to the discussion of these 
papers, but I was so impressed with Dr. Bowen’s paper 
that I consider a few words about it necessary. 

I also enjoyed the discussions of Dr. Murphey and Dr. 
Morse. Dr. Morse stated in his discussion that the ideal 
way to prevent varicose ulcers of the leg is to cure the 
varicosities. This, in my opinion, brings up a problem 
which is still far from solved. I am not and have not 
been satisfied with the results obtained in my surgery for 
varicose veins. 

Dr. Haden, in his address before the Association 
yesterday, in speaking of the anemias due to nephritis, 
stated that the cure for anemia is obviously the cure for 
the nephritis, but, he asked, “How can you cure the ne- 
phritis?” and stated “I don’t know.” 

The problem of curing varicose veins is similar. I have 
used injection treatment—the high saphenous ligation, the 
low ligations and the multiple ligations, and many com- 
binations of these. 

Recently I have returned to the old-fashioned vein- 
stripping operation which was in use many years ago 
and discarded. I ligate the saphenous vein high at the 
femoral junction and strip it downward, making incisions 
when the communicating veins are encountered and some- 
times stripping the communicating veins as far as possible. 
This procedure will, I believe, give better results than any 
I have obtained so far. 

I should like to ask Dr. Bowen what method he uses 
for the treatment of varicose veins. 

Dr. F. Gorpon Kino, Jacksonville: I think that the 
title of this paper may be misleading. To me the im- 
portant fact brought out by this discussion is that Dr. 
Bowen’s excellent results came from infinite care and 
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work, regarding every minute detail of the patient, and 
his good results come not from the surgical measures he 
has carried out as much as from the fact that he has been 
an excellent doctor rather than a carpenter. To me the 
particular type of skin graft used, split thickness, pinch 
graft, sliding graft, or any other form, is not nearly so 
important as this infinite care and regard for minute de- 
tails. I personally prefer split thickness grafts. Important 
points in the treatment center around, first, improving 
the circulatory status of the leg by control of varicosi- 
ties with particular attention to ligation of incompetent 
communicating veins. Simple saphenous ligation often will 
not suffice and may not even be essential. Secondly, there 
is removal of the scar tissue constricting band which Dr. 
Bowen described, and thirdly, maintenance of pressure over 
the entire surface of the lower part of the leg by ace band- 
ages, or with the Unna boot, which I prefer. This is impor- 
tant since a state of chronic lymphedema has invariably 
been present. It is necessary to keep dilated lymph vessels 
collapsed over a long period of time allowing them to 
regain their normal tone. And finally, there is the most 
important part of Dr. Bowen’s paper relative to general 
care and attention to the patient as an individual, includ- 
ing careful regard for the nutritional and vitamin status, 
careful diagnosis and infinite care in other minute details 
which are so often passed over lightly. Much time may be 
saved in early ligation of the incompetent communicating 
veins, without waiting in an attempt to control com- 
pletely infections which are present. The tissue seems 
well vaccinated against organisms present, so that little 
danger exists in early ligation and surgical therapy. In 
closing I want to compliment Dr. Bowen for being a most 
excellent doctor to these patients as well as being a fine 
technical surgeon. 

Dr. Epwarp Jerks, Jacksonville: Since the methods of 
handling large ulcers of the leg have been so thoroughly 
covered by the essayist and the discussors, I shall not try 
to add anything new to the subject of procedure. The 
chief reason for my being here is to express appreciation 
to Dr. -Bowen for his outstanding aid to the Duval 
County Hospital in Jacksonville. He has untiringly spent 
time and talent in an effort to do something for patients 
with large ulcers of the lower extremities. 

In listening to Dr. Bowen relate the history of these 
cases one must be impressed with the long hospital stay 
required to carry out\ the procedure he describes. So, the 
criticism might be made that economically it is impractical 
with private patients to follow Dr. Bowen’s practices. The 
expense of thirty to fifty days’ hospitalization, however, 
should hardly be greater than the cost of two to fifteen 
years of treatment, even in the hands of the patient him- 
self or by a physician in his office. 

Unless one has a generous reserve of patience and per- 
sistence, it might be unwise for him to undertake the 
treatment of one.of these large chronic ulcers of the leg. 
To be successful one must follow the practice of Dr. 
Bowen, which can be well expressed by a definition of 
genius, “infinite care in taking pains.” 

Dr. G. C. Ferrante, Tampa: I am not a surgeon, but 
I should like to emphasize from the medical angle the 
points Dr. Bowen brought out. The general cardio- 
vascular condition of the patient has to be thought of also. 
A cardiac condition is disappointing to the surgeon. Most 
of the patients with ulcer are up in age, usually in their 
fifties, and would have a certain amount of hypertension 
or heart condition that slows down circulation. Any open 
wound will heal best with proper blood supply. Many 
of the patients are also on the obese side. Obesity, with 
age, slows down the circulation, or sometimes brings on 
the ulcer. The bed rest they have while the ulcer is being 
treated is helpful. 

The surgeon should emphasize to patients with an 
ulcer that in order for him to obtain good results it is 
necessary for them to lose weight, if they are obese, be- 
cause it slows down the circulation. They should be 
advised that when they sit down they should sit with 
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the legs elevated and that they should sleep with the 
ankles elevated on two pillows. It is also necessary, even 
with no advanced signs of cardiac disease, to place these 
patients on a low sodium diet and to give digitalis to help 
control pitting edema. There is a good percentage of 
edema which is due to cardiac disorders. The patients will 
obtain more permanent results than if they are allowed to 
gain weight and have a liberal amount of salt in their 
diet. 

Dr. Bowen, concluding: I surely appreciate all of the 
discussions of my paper. They were in many respects 
better than the paper. I greatly appreciate Dr. Jelks’ 
kind remarks. I have learned much of what I know 
about the treatment of chronic ulceration of the legs at 
the Duval County Hospital on Dr. Jelks’ service, where 
there is a great wealth of material. 

Dr. Chappell asked how I treat varicose veins. I treat 
them by various methods. In general, I determine whether 
there is incompetency of the valves of the saphenous 
vein, whether the deep femoral venous circulation is 
patent, and whether the communicating veins are in- 
competent, and do a ligation at the saphenofemoral junc- 
tion and in the lower portion of the thigh. If there are 
incompetent valves in the lower part of the leg, I ligate 
where they are incompetent. In 1 or 2 cases I have 
stripped the saphenous vein when it was large. I think 
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one of the main things about patients with varicose veins 
is to get them to understand they have a lesion which 
is hard to cure and to get them to come back at in- 
tervals for examination and treatment. I am still using 
sclerosing solutions, usually injected through the skin. 
If it is possible, one should get these patients to return 
every two months for a year and then every six months 
for the rest of their lives. There are a number of good 
doctors who have stopped using sclerosing solutions alto- 
gether, but I still use them. It is hard to get the patients 
to come back for periodic examination and treatment. 

In 2 of the cases d:scribed in this paper the patient 
did not get back to uscful work. Someone asked what I 
had done for these older patients. The older patients 
could not be rehabilitated because the ulcer had been 
present too long. For them I (1) relieved the pain, (2) 
corrected the cause of hypoproteinemia and anemia, (3) 
detected syphilis in 2 cases and treated it adequately and 
(4) in these 2 cases avoided amputation, which would 
have had a detrimental psychologic effect. These 2 patients 
are much better able to get around now than if I had 
done an amputation. Persons over 50 years of age will 
not usually wear a prosthesis. 

I have enjoyed presenting this paper and desire to 
thank all who presented discussions. 


Influenzal Meningitis: Streptomycin Therapy 
Report of One Case 


Danie F. H. Murpuey, M.D. 
ST. PETERSBURG 


The influenza bacillus is a gram-negative, 
pleomorphic organism which may be readily vis- 
ible on direct smear or which may be difficult to 
demonstrate in the spinal fluid without culture. 
The uncertainty of demonstrating the causative 
organism rapidly and the impossibility of differ- 
entiating the acute, purulent meningitides clini- 
cally have resulted in relatively small groups of 
cases treated by any one method. One can, how- 
ever, draw definite conclusions from the literature 
as to the efficacy of the various therapeutic 
agents. 

The organism may be classified in the labora- 
tory into various types by testing for capsular 
swelling, using type-specific antiserums. The 
known types of influenza bacilli are designated 
A, B, C, D, E, F and G, but there are still others 
unidentified. Type B Hemophilus influenzae is 
the causative agent in almost all cases of in- 
fluenzal meningitis, but therapy with type B 
specific influenzal antiserum should only be 
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instigated following a positive sensitivity test of 
the organism in question. 

The basic infection from which the men- 
ingitis develops is thought to lie in the respiratory 
tract; the nasopharynx, middle ear and the 
bronchi have each vielded organisms identical in 
type to those in the meninges in many of the 
cases reported. Blood culture is often positive, 
and the invasion of the blood stream is held to 
be a step in the involvement of the meninges. 

This bacillus, first described in 1893, was iso- 
lated from the spinal fluid for the first time in 
1899. From that time the mortality remained 
at practically 100 per cent until recently, es- 
pecially in children in whom the vast majority of 
cases occur. Among children of three years of age 
and under, this disease has a relatively high inci- 
dence and was the greatest cause of mortality 
from meningitis in this age group in a study of 
fatal cases from 1935 to 1945 according to Hert- 
zog." 

The first specific therapeutic agent developed 
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in an attempt to improve the prognosis in influ- 
enzal meningitis was the antiserum of Fothergill, 
which was administered intrathecally in combina- 
tion with added complement. The benefits of 
this therapy were questionable, and the mortality 
from this disease remained high, 95 per cent or 
above. With the advent of sulfonamides, par- 
ticularly the more recent derivatives, and shortly 
thereafter the development by Alexander™ of a 
type B_ specific anti-influenzal rabbit serum, 
there was a significant decrease in the mortality. 
The mortality rate remained high in the age 
group below one year, especially in children under 
seven months of age. 

The development of streptomycin and the fact 
that the many gram-negative bacilli are sensitive 
to it have led to an increasing use of this anti- 
biotic in the treatment of influenzal meningitis. 
In one group of 15 cases at the Boston City 
Hospital,’ in 10 of which the patient was below 
the age of one year, only 1 death occurred. Strep- 
tomycin alone or in conjunction with other 
therapeutic agents was used in the treatment of 
influenzal meningitis in 163 cases collected from 
the literature with 24 deaths, a mortality rate 
of 14.7 per cent.’'’ On the other hand, in a 
series of 80 collected cases treated by antiserum 
alone or in conjunction with other therapeutic 
agents, excluding streptomycin, 27 deaths oc- 
curred, a mortality of 33.75 per cent.’*" 

From these results one concludes that no 
therapeutic agent now available can be counted 
on alone. Alexander*’ believes that streptomycin 
alone can be used successfully in the less severe 
cases. She is of the opinion, however, that in 
the more severe cases, those in which the spinal 
fluid sugar is below 20 mg. per hundred cubic 
centimeters and in those patients under seven 
months of age, streptomycin, antiserum and sul- 
fonamide therapy in combination is the treatment 
of choice. Judging from reported cases,'’’’ peni- 
cillin may occasionally be a valuable addition to 
the armamentarium in the treatment of this type 
of meningitis. Alexander*” formulated the follow- 
ing schedule of therapy: 

1. Streptomycin alone in meningitis of mild 

or average severity. 

2. Streptomycin and sulfonamides in severe 
meningitis caused by other than type B 
organisms. 

3. Streptomycin, sulfonamide and type B 

specific rabbit serum in severe cases due 
to type B H. influenzae. 
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The fact that occasionally a strain of influ- 
enza bacillus proves sensitive to penicillin should 
be borne in mind. Certainly this agent should be 
employed in cases in which there is no response 
to other forms of therapy. 

The various therapeutic agents should be 
given in amounts sufficient to guard against the 
development of insensitive strains. Alexander, 
Leidy, Rake and Donovick” produced streptomy- 
cin-resistant strains by the growth of the bacillus 
on culture medium containing small amounts of 
the antibiotic. The following schedule of dosage of 
the various agents is suggested: 

1. Sulfonamides are given in amounts from 
1% to 3 grains per pound of body weight per 
twenty-four hours, sulfadiazine being the one 
most frequently employed. The _ intravenous 
route of administration may be employed at first, 
particularly in those cases in which nausea and 
vomiting are a problem. The change to oral 
medication may be made as soon as this mode 
of therapy becomes feasible. The sulfonamides 
should be continued for at least a period of 
two weeks after the discontinuation of the other 
therapeutic agents in order to insure against 
recurrence.” An adequate fluid intake and alka- 
linization of the urine are advisable in order 
to reduce the chance of irritation of the kidneys. 

2. Type B specific anti-influenzal rabbit serum 
is administered intravenously only after laboratory 
verification of specific sensitivity of the offending 
organism. It goes without saying that the patient 
should be tested for sensitivity to the proposed 
serum. The equivalent of 75 to 100 mg. of anti- 
body nitrogen is given in saline solution, 200 to 
400 cc. being administered over a period of two 
to three hours. Further dosage may be given 
intramuscularly if progress is not satisfactory or 
if the patient’s serum fails to show sufficient 
antibody titer to produce capsular swelling in the 
organism in a dilution of 1:10. 

3. Streptomycin should be given both intra- 
thecally and parenterally, preferably intramus- 
cularly. The intraspinal dose should not exceed 
0.1 Gm. in 5 to 10 cc. of normal saline, this amount 
replacing a larger amount of withdrawn spinal 
fluid. In smaller children the initial dose of 


intrathecal streptomycin may be restricted to 
0.025 Gm. and subsequent doses, if needed, in- 
creased to 0.05 Gm. A single intraspinal dose” 
or parenteral therapy'’ alone may be sufficient. 
The general opinion is, however, that at least 
one intraspinal administration is advisable since 
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streptomycin does not diffuse into the spinal fluid 
to a sufficient degree to assure an antibacterial 
level. 

The intramuscular dosage averages between 
1 and 3 Gm. per twenty-four hours and is divided 
into six to eight injections. The daily dose may 
be calculated on the basis of 0.02 Gm. per pound 
of body weight per twenty-four hours according 
to Alexander,” but this is below the amount gen- 
erally used at present. Paine and Finland’ re- 
ported giving up to 0.075 Gm. per pound of 
body weight per twenty-four hours to infants and 
young children. McDermott’ placed the maxi- 
mum safe dose at 3 Gm. per day over short 
periods of time in treatments of one to two weeks’ 
duration. 

Intrathecal administration of the antibiotic 
may be accompanied by local pain with ex- 
tension into the sacral region and into the posterior 
areas of the thigh. This may last twenty-four 
hours, but this tendency may disappear on re- 
peated administration. Intrathecal dosage ex- 
ceeding 0.1 Gm. may be accompanied or followed 
shortly by headache, nausea and vomiting, and 
a greater increase in the intraspinal dose may 
result in nystagmus, somnolence and stupor with 
slowed respirations and retention of urine. The 
drug may have an accumulative effect since it 
remains in the spinal fluid at an appreciable level 
for as long as seventy-two hours after adminis- 
tration.” 

The purer the product used the less is the 
tendency to toxic reaction, both in regard to 
intrathecal and parenteral therapy. 

The intramuscular administration may result 
in toxic manifestations of dermatitis similar to 
that from other chemotherapeutic agents. There 
may also be joint pains, fever, headache, vomit- 
ing, leukopenia and eosinophilia lasting for the 
duration of the therapy. The urine in a large 
number of cases in which the antibiotic is ad- 
ministered may show casts and albumin, and in 
cases in which renal damage is already established, 
an elevation of the blood urea nitrogen may result. 
In the latter cases also, retention of the drug may 
build up the level in the body to the point of the 
development of other toxic manifestations. The 
neurologic manifestations of toxicity are: 

A. Vestibular dysfunction, characterized by 
headache and a feeling of heaviness in the head, 
and a sensation of overshooting on sudden move- 
ment. Rotary sensation and nystagmus are usually 
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absent in vestibular dysfunction due to strep- 
tomycin. 

B. Deafness, which is apparently due to over- 
dosage and which is apt to occur in patients 
receiving an unusually large dose, in those with 
pre-existing renal disease and in those receiving 
repeated intrathecal treatment. Loss of hearing 
may be temporary or permanent, partial or com- 
plete. Discontinuation of the drug is advised on 
the development of such manifestations, except 
in those cases in which it is thought that life 
depends on its continuation. 

Penicillin may be used on occasion as a thera- 
peutic agent directed directly against the in- 
fluenzal bacillus, or as a preventive of secondary 
infection by streptomycin-resistant organisms. 
In the cases reported’*"’ in which penicillin was 
used for the treatment of influenzal meningitis, 
large doses were used both parenterally and intra- 
spinally. Treatment was continued over a period 
of seven to twenty-one days depending on the 
clinical and laboratory findings. The dosages used 
were as much as 100,000 units per day intraspi- 
nally and 1,000,000 units per day intramuscularly. 
In some cases in which there was no response to 
smaller doses, the response to an increased dosage 
was Satisfactory. 


REPORT OF CASE 


A 21 month old Negro child was seen at home on 
Oct. 19, 1947. There was a history of fever and general 
malaise of three days’ duration. In addition to 
the pyrexia, irritableness, drowsiness and anorexia de- 
veloped. There was no nausea nor vomiting, and no 
other symptoms arose. The child continued to take 
fluids well. 

She was a full term child of normal pregnancy, labor 
and delivery. Development had been normal, and there 
had been no illnesses other than an occasional mild infec- 
tion of the upper part of the respiratory tract. The family 
history was not contributory. 

On physical examination the patient was a_ well 
developed and nourished Negro girl of about 2 years of 
age. She was lethargic, but resisted vigorously and cried 
loudly when disturbed. She seemed oriented. The neck 
and back were stiff and resistant to flexion, though 
there was no opisthotonos. The reflexes were equal and 
hyperactive. The nose, throat, ears, mouth and chest 
were normal. The skin and mucous membranes were 
clear. 

The child was admitted to the hospital immediately, 
and a spinal tap was performed. The spinal fluid was 
‘ground glass’ in appearance. The total cell count was 
3,400, of which 90 per cent were polymorphonuclears. 
The spinal fluid sugar was 50 mg. per hundred cubic 
centimeters and the protein 79 mg. Smear of the spinal 
fluid (reported in twelve hours) and culture (reported 
in forty-eight hours) were positive for H. influenzae. 
The type was not determined. At the time of the initial 
puncture, based on the character of the fluid, 25,000 units 
of penicillin was introduced into the subarachnoid space 
and 100,000 units started intramuscularly every three 
hours. In conjunction with the penicillin therapy, sul- 
fadiazine was given orally in dosage of 0.5 Gm. every 
four hours. This dosage of sulfonamide was continued 
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throughout the hospital stay and for two weeks follow- 
ing discharge. On October 21, the urine was normal; it 
showed many red blood cells on October 23, and on 
October 24 the hematuria had cleared without change in 
the sulfadiazine dosage. The examination of the blood 
on October 24 revealed 14,200 white blood cells with 85 
per cent polymorphonuclears, red blood cells 3,710,000 
and hemoglobin 10 Gm. 

The second spinal puncture was performed on October 
21, five days after the onset, following the report of the 
culture. One hundred milligrams of streptomycin was 
given intrathecally, and administration of 0.3 Gm. in- 
tramuscularly every three hours was begun. This speci- 
men of fluid contained 80 mg. of sugar, 30 mg. of protein 
and 80 white blood cells, of which 60 per cent were 
polymorphonuclears. The smear was negative for or- 
ganisms; the culture was reported positive as on the 
previous examination. 

The final spinal puncture was performed on October 
27, on the eighth hospital day. The fluid showed the 
following: sugar, 62 mg., protein, 38 mg., total cell 
count 15 with 20 per cent polymorphonuclears, and nega- 
tive smear and culture. 

The patient’s clinical condition improved from the 
time of the initial spinal puncture, and the course in the 
hospital was uneventful. The temperature on admission 
was 104.6 F. and ranged thereafter between 101 and 
102 F. until the discontinuation of the streptomycin on 
the tenth hospital day, following which time it dropped 
to a level between 97 and 99 F. and remained there. 

The child was discharged from the hospital on October 
31, but sulfonamide therapy was continued. Subsequent 
physical checks at one week, one month, and _ three 
months revealed no signs of recurrence nor residual. 


SUMMARY 

The literature pertaining to influenzal men- 
ingitis is briefly reviewed. Therapy is discussed 
with special reference to streptomycin, and a 
schedule of dosage of the several therapeutic 
agents is suggested. The toxic manifestations 
that may occur following the administration of 
streptomycin by the various routes are outlined. 

The case of a 21 month old Negro girl treated 
successfully with streptomycin in conjunction with 
penicillin and sulfadiazine is reported. 

It is concluded that no one therapeutic agent 
now available can be counted on alone to combat 
H. influenzae meningitis. 
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DISCUSSION 


Dr. Councitt C. Rupotpn, St. Petersburg: Dr. 
Murphey is to be congratulated on the excellent manner in 
which the subject has been covered and on his handling 
of this particular case. As with so many of the menin- 
gitides and other diseases carrying high mortality twenty 
years ago, it is highly pleasing to find that our weapons 
of today are proving so successful in confining death 
rates to the lower brackets. 

Certainly in the treatment of so serious a disease 
we are justified in using every therapeutic agent that has 
been proved of value. Sulfadiazine and type B specific 
serum have proved of undoubted value, and penicillin has 
proved of value with some strains. All should be used 
in cases of severity. 

Streptomycin—well, two weeks ago I would have in- 
cluded it among the musts and probably would use it 
tomorrow if the occasion arose. After Dr. Platou’s dis- 
cussion of its ability to produce streptomycin-resistant 
strains of influenza bacilli, however, and his belief that 
too many of his streptomycin-treated patients come back 
with encephalitic changes which he thought might be 
streptomycin-produced, I would surely use it only in the 
more serious cases and then not intrathecally. 

Dr. JAMEs R. Boutware, Jr., Lakeland: Dr. Murphey 
has given us an excellent review of the literature on 
influenzal meningitis. He has discussed the four agents, 
namely, (1) sulfonamides, (2) type B specific anti-influ- 
enzal rabbit serum, (3) streptomycin and (4) penicillin, 
which may be used in the treatment of influenzal men- 
ingitis and has given us a schedule of dosage of these 
agents. 

I want to emphasize a statement he made,—‘no one 
therapeutic agent now available can be counted on alone.” 
Reports can be found of cases showing that patients with 
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influenzal meningitis have been cured by each of the 
individual agents, but most of these cases were of the 
milder type. 

As Dr. Murphey said, Alexander believes that strep- 
tomycin alone can be used to treat the mild and average 
case, but that a combination of sulfonamides, serum and 
streptomycin should be started at once in the treatment 
of severe cases, that is, those in which the spinal fluid 
sugar is below 15 mg. per hundred cubic centimeters and 
in which the patients are babies under seven months 
of age. 

But there are hazards in streptomycin treatment, 
chiefly, the development or appearance of streptomycin- 
resistant strains of Hemophilus influenzae during treat- 
ment and recurrence of complicating secondary infections 
due to streptomycin-insensitive organisms, such as strep- 
tococcus pneumonia and otitis media. 

Dr. Ralph Platou in his talk to the Pediatric Society 
reported that at Charity Hospital in New Orleans they 
were having an increased incidence of late encephalitides 
such as personality changes in patients with influenzal 
meningitis who had been treated with streptomycin added 
to the other agents. 

Most writers recommend that streptomycin be 
given intrathecally and intramuscularly. Hoyne and 
Brown are convinced that intrathecal therapy is not 
needed in any meningitis, including influenzal meningitis. 
In a recent (Feb. 28, 1948) article in the Journal of 
the American Medical Association, they reported a series 
of 28 cases of influenzal meningitis; 21 of the 26 patients 
who recovered received no intrathecal therapy. Not 
only do they believe that intrathecal therapy is not 
needed, but that recovery is more prompt and complica- 
tions less when intrathecal therapy is omitted. 

In the discussion which followed Dr. Platou’s talk 
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he stated that streptomycin should be given intrathecally 
only in tuberculous meningitis. And moreover, he added 
that they at Tulane and Charity Hospital believe that it 
is never necessary to give penicillin intrathecally. 

I had a recent case of influenzal meningitis in a 
2 year old boy. A cold started November 18, and there 
was high fever the next day. On the third day he had a 
stiff neck. His white blood cell count was 16,000 with 
polymorphonuclears 89 per cent and lymphocytes 11 
per cent. The spinal fluid showed 3,500 cells with 
normal sugar. A smear showed gram-negative pleo- 
morphic bacilli, and a culture was later reported positive 
for H. influenzae. Penicillin and sulfadiazine were 
started at once. When the report on the smear was 
received, streptomycin % Gm. (125 mg.) was started 
and was given intramuscularly every three hours. This 
therapy was continued for six days; culture of the second 
spinal fluid specimen was then negative. Penicillin and 
sulfadiazine were continued for four more days. 
He was.discharged cured in ten days, having received 
no intrathecal therapy. 

I congratulate Dr. Murphey on his excellent paper. 

Dr. Murpuey, concluding: Had I been convinced that 
we knew all about the treatment of meningitis, partic- 
ularly influenzal meningitis, and not only that, but also 
the use of therapeutic agents in general, I think Dr. 
Platou’s discussion would have been quite a blow to me. 
In reviewing the literature I realized, however, that for 
some time to come there will be changes in opinion as 
to just how these should be used and how influenzal 
meningitis should be treated. Certainly the dangers of 
various antibiotics have not been fully brought to light, 
and I believe we will be more cautious in our use of 
them as time goes on. 


ABSTRACTS OF MEDICAL ARTICLES 


OBSERVATIONS IN TREATMENT OF HYPERTEN- 
SION WITH RICE-FRUIT DIET. By M. Eugene Flipse, 
M.D., and M. Jay Flipse, M.D. South. M. J. 
40:721-728 (Sept.) 1947. 

The authors recommend a dietary control of 
hypertension, a disease which exacts a high rate 
of mortality among persons over 50 years of age. 
Although hypertension has been approached with 
many therapeutic procedures, some of which have 
had value in certain individual cases, many physi- 
cians are skeptical of any treatment of hyper- 
tension, the authors point out. 

Experimentation with dietary control by low 
salt and low sodium diets is noted in the litera- 
ture. The authors found that withir a maximum 


of six weeks a strict rice-fruit routine was 


effective in controlling the blood pressure in 20, 
or 62.5 per cent, of 32 cases of essential and 
renal hypertension in ambulatory private patients. 


They state that the diet is of benefit in the relief 
of chronic uremia and edema of great degree 
when other treatment has failed even though in 
some cases the blood pressure fails to decline. Ten 
of 14, or 71.5 per cent, of those patients benefited 
by a strict routine maintained the improvement 
when the diet was modified with meats, vegetables 
and even a small amount of salt. 

The authors observe that loss of weight 
is not a significant factor in the benefits pro- 
duced by the diet; restriction of water is not 
necessary; addition of sulfocyanate and other 
medical treatment is not contraindicated; many 
failures result from poor cooperation because pa- 
tients find the diet difficult to follow; and the 
harmful effects of the diet are primarily those of 
starvation in patients who for various reasons 
do not take their full caloric requirements, and 
in such cases discontinuance of the routine is 
warranted. Nine cases are reviewed. 
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HOSPITAL PROBLEMS 
HOW CAN THEY BE SOLVED? 


Hospitals today constitute big business. They 
represent an annual purchasing power of more 
than a billion dollars. Their raw food bills alone 
total nearly half a billion annually. The capital 
investment in their properties reaches huge pro- 
portions, and it has been estimated that their 
accumulated need for new and replacement facili- 
ties totals almost four and a half billion dollars. 
On top of this, hospitals feed one and a half 
million patients and a million employees daily, 
operate laundries which compare with those of 
commercial institutions and in general fill a place 
in the average community life which is not only 
big but vital. 

That there are great problems in the efficient 
management of the modern hospital none will 
deny. Thoughtful people in the medical and hos- 
pital world are somewhat divided in their opinions 
on the challenging and controversial issue of ad- 
ministrative responsibility for control of medical 
quality in hospitals. 

Who are our hospital leaders? 

Are the hospital staff and the hospital adminis- 
tration two separate entities or does the word hos- 
pital mean the staff and the administration to- 
gether? Is the hospital a group of people organ- 
ized to care for the sick and injured, or is it just 
a workshop for licensed physicians to use in caring 
for their patients as they see fit? 


These and many other thought-provoking 
questions come to mind when one considers the 
problems of a modern hospital. 

During the summer of 1947, an article ap- 
peared in the Woman’s Home Companion, en- 
titled ““‘Unnecessary Operations.” Although many 
people do not approve of the article in its entirety, 
most authorities seem to agree with the main 
point: Some bad work is done everywhere, in 
good hospitals as well as bad. 

What is the hospital’s responsibility in pre- 
venting unnecessary operations, and how far can 
the hospital go in correcting malpractice? 

The medical staff should direct all medical ac- 
tivities, but staff members, not wanting to hurt 
one another’s feelings, sometimes will not take the 
responsibility that they should in these matters. 
In most hospitals there are members of the staff 
who are not qualified to do all types of surgery; 
yet other members hesitate to speak out about 
their qualifications. 

What can the administrator do when a com- 
plaint comes to him about the quality of medical 
care rendered in the hospital? As a_ practical 
matter all he can do at the time is to refer the 
complaint to the medical staff. 

The medical profession is a self-policing pro- 
fession and there is no one else who can police it. 
A nurse or a lay superintendent has no sure way 
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to determine what doctor performed an unneces- 
sary operation. Even the courts cannot police it, 
for they are dependent upon expert testimony. 
The medical profession is self-policing by virtue 
of a code of ethics that doctors have imposed 
upon themselves. There are scalawags among 
them, but most live according to high standards 
and try not to deviate therefrom. 

It was a group of doctors who began inspect- 
ing hospitals and approving or disapproving their 
standard of work. A similar group began the 
study of intern and resident training in hospitals 
and laid down standards for improvement. Like- 
wise, it was a group of physicians who began the 
study of medical schools and prescribed requisites 
for their standardization. 

What is the role of the administrator? 

An outstanding hospital executive recently 
said: “The first obligation of the hospital trustee, 
as I see it, is to provide the highest standards of 
professional care; second, to assure the main- 
tenance of the physical plant, and, third, to ob- 
tain the necessary financing.” He might have 
added that what an outstanding hospital admin- 
istrator should, can and does do, is to stimulate 
the medical staff to better organize itself. Actually 
that is included, indirectly, in his first aim. 

When the administrative executive is familiar 
with everything that goes on in the hospital, when 
he knows of every breach on the part of a doctor, 
when he takes up such difficulties with the proper 
authorities on the staff and sees that action is 
taken, in a word, when he is alert and follows 
through with his duties, better organization on the 
part of the staff is apparent and the general 
quality of the professional work improves. 

There are so-called hospitals in this country 
which are places where individual doctors take 
their patients, carry out their own procedures and 
send them home. In hospitals of that kind many 
abuses are apt to be found. But in the hospital 
where the doctor is a member of the staff, where 
there are consultations and pathologic reports, 
where at the end of the month there is a medical 
audit, the picture is apt to be much different. 
The medical staff controls the abuses, and the 
administration has accomplished its aim by see- 
ing that the medical staff is properly organized. 

The question: Will outstanding hospital lead- 
ership in the form of well organized medical staffs 
and alert administrators perpetuate the hospital 
system free from governmental control and free 
from policies which originate in Washington? It 
is our belief that we will. This is our challenge, 
and we hereby accept it. 
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THE STATE OF THE NATION’S HEALTH 


How bad are health conditions in the United 
States? The hue and cry for compulsory health 
insurance raised within the national government 
and openly espoused by its leaders during the 
present administration make this question a 
natural one. Fortunately, the answer is now 
readily available and clearly set forth after search- 
ing scientific investigation. 

Probably no great nation in the world has 
among its white population better health than pre- 
vails in the United States. This is the initial con- 
clusion in the recent study' made by the Brookings 
Institution, commented upon editorially last 
month. While a few small homogeneous countries, 
such as New Zealand with respect to its white 
population, are slightly ahead of the United States 
as a whole, certain states in this country with 
larger populations equal them. 

Furthermore, under its voluntary system of 
medical care the United States has made greater 
progress in the application of medical and san- 
itary science than any other country. This progress 
is now reflected in low mortality and morbidity 
rates of infectious diseases and in increased life 
expectancy. There is every reason to believe, the 
report continues, that these trends will continue 
unabated under the present system. 

There is no evidence to indicate that the 
materially poorer health among the nonwhite 
population in this country is primarily or even 
mainly due to inadequacy of medical care. Health 
problems of necessity involve economic, cultural, 
and social racial differences and interracial re- 
lations. The improvement of health is by no means 
solely a matter of medical care. 

The advances in health among both the white 
and nonwhite populations that have been made 
in the United States in the last four decades do 
not suggest basic defects in the American system. 
So conclude the Brookings researchers. Some- 
how, the health of the country goes right on im- 
proving; impartial research fails to find that 
medical progress is faltering in any way. 

Not without defects of course, the present 
free system is nevertheless the mainspring of a 
going concern. It succeeds. It progresses. It is in- 
deed, in the words of a lay editor, ‘a living fact, 
in contravention of the hopeful visions and un- 
fulfillable promises of the socialist planners.’ 


_ 1. Bachman, George W., and Meriam, Lewis: The Issue 
of Compulsory Health Insurance, Washington, D. C., The 
Brookings Institution, 1948, This is the second in a series of 


editorials commenting on the Brookings Report. 
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Indisputably, the bureaucrats in Washington 
know a good thing when they see it. But they 
think they could improve on it—by regimentation 
of the profession and at public expense running 
into astronomic figures. Paradoxically, they 
would make it better by means that would un- 
doubtedly make it worse. 

Is it not high time for the individual physician 
in every state throughout the nation to take his 
cue? It would seem altogether appropriate that in 
his everyday contacts he lose no opportunity to 
present the true case of his profession and acquaint 
the laity with the remarkable attainments of a 
voluntary medical system which has given this 
country world supremacy and leadership in health. 


P24 
TRAFFIC ACCIDENT “DEATH SEAT” 


With the higher than predicted traffic acci- 
dent toll of the Fourth of July weekend still vivid 
in retrospect, the Labor Day weekend with a 
probable toll equally high is now at hand. In the 
light of recently compiled statistics, the passenger 
in the front seat has the most likely rendezvous 
with death. 

It appears that guest passengers in the front 
seat are injured three times as often as the driver. 
In fact, the driver, protected by the steering wheel, 
occupies the safest seat in the car. In a study of 
accident victims coming under his observation, 
Dr. Claire L. Straith,’ chief of the plastic sur- 
gery division, Harper Hospital, Detroit, found 
that about 70 per cent of 50 consecutive patients 
with facial injuries from automobile accidents 
were young women and girls occupying the 
“death seat,’ the front seat next to the driver 
where the occupant is in an unprotected position 
in case of sudden stops. The Detroit study showed 
that more than half of the front seat passengers 
involved in automobile accidents sustained in- 
juries of the head, including facial cuts and 
damage to the teeth, chin, nose, cheeks, ears, 


- forehead and skull. 


Driver’s “bad luck” appears to be exploded 
as something of a myth by accident records of the 
Detroit Police Department. In 219 accidents 
involving more than one occupant, 260 passengers 
but no drivers were injured. 

Personality characteristics and emotional re- 
action behind the wheel rather than bad luck 
are an important cause of traffic accidents ac- 
cording to research reported by the Connecticut 





1. Straith, C. L.: Guest Passenger Injuries, J. A. M. A. 
137:348-351 (May 22) 1948. 
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Department of Motor Vehicles. This report was 
based on examination of 186 licensed motor ve- 
hicle operators, of whom half were classified as 
bad drivers and half had no record of traffic vio- 
lation in 100,000 miles of driving. 

Particularly significant was the finding that 
operators without a record of accidents had bet- 
ter driving attitudes in regard to obedience to 
the laws, courtesy of the road, decisions of the 
courts and what causes an accident. Those charged 
with repeated violations attributed freedom from 
an accident more to good luck than to the driver’s 
ability. 

Such intelligent and scientific studies of the 
causes of accidents and the practical application 
of the findings are a constructive approach to the 
reduction of the death toll on highways. Too, they 
should have influence on automobile designing. 
They might well lead to elimination or addition of 
details that will make the occupant of the “death 
seat” less vulnerable to injury. 


Pa 


COSTS OF MEDICAL CARE 
VERSUS COSTS OF LIVING 


Inflation is an ancient goldbrick. Very much 
in the ascendancy of late years in the consumer’s 
pocketbook as well as in the news, this fraud of 
the ages bodes only ill, as history attests. It is 
natural then that physicians should ask if the 
general cost of living has gone up faster or slower 
than a particular fee or service rate charged by 
them, such as an office call. 

The gratifying answer is that the cost of living 
has risen more rapidly than the fees charged by 
physicians for medical services. Recently off the 
press is a new study entitled “Comparative In- 
creases in the Costs of Medical Care and in the 
Costs of Living” by Frank G. Dickinson, Ph.D., 
economist and statistician, director of the Bureau 
of Medical Economics Research of the American 
Medical Association. This study confirms one 
made by this author earlier this year entitled 
“Is Medical Care Expensive?” 

Dr. Dickinson found that the quantity of 
medical care received by the American people 
was at least two thirds more in 1946 than in 1939. 
He observed that it probably has increased much 
faster than the number of physicians has in- 
creased. This upward trend doubtless reflects 
the increasing use of technical assistants by 
physicians. The quantity of physicians’ services, 
one of the medical care items, he estimated as 
approximately one-half greater in 1946 than in the 
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base period 1935-1939, but the number of physi- 
cians was only one-seventh greater. 

In his earlier study Dr. Dickinson stated that 
medical care items as a whole cost $5,600,000,000 
in 1946, representing but 3.9 per cent of the total 
personal consumer expenditures of the people of 
this country, compared with 4.3 per cent in 1940. 
Too, in 1946 physicians received only 26 per cent 
of all the dollars spent for medical care as com- 
pared with 31 per cent in the base period, 1935- 
1939, and 32 per cent in 1929. On the other hand, 
the expenditure for drugs in 1946 had risen to 24 
per cent of all dollars spent for medical care as 
compared with only 21 per cent in the base pe- 
riod, 1935-1939, and 20 per cent in 1929. This 
increase writes into the recent history of medical 
economics the story of the wonder drugs. 

That the American people have been fortunate 
in that the costs of keeping well have not risen 
as rapidly as the cost of living is clearly indicated 
in these studies. Too, it appears that they are 
getting more for their money, they get well 
quicker, they live and earn longer. Life expectancy 
at birth rose from 59 years in 1929 to 67 years in 
1947. In the author’s opinion the type of medical 
care given now differs as much from the type 
given in 1929 as the passenger automobile cur- 
rently in use differs from a 1929 model. 


ya 


PSYCHIATRY’S WARTIME LESSONS 
APPLIED TO PEACETIME PROBLEMS 


Why the lessons learned at tremendous cost 
in one global conflict were not applied to advan- 
tage in the next war only a quarter of a century 
later poses a $64 question for the psychiatrist 
to answer. Certainly he can testify to this 
failure. At the beginning of World War II the 
psychiatric knowledge gained in World War I 
indicated plainly enough that for every four men 
wounded there would be one psychiatric casualty. 
Nevertheless, no preparations were made to care 
for this fifth man. 

The struggle of psychiatry during the early 
years of this war for recognition as a specialty 
dealing with the prevention, diagnosis and treat- 
ment of mental ill health and the eventual at- 
tainment of an even footing with Army medicine 
and surgery are recorded in a recently published 
book, appropriately entitled “Psychiatry in a 
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Troubled World.”* This dramatic and compas 
sionate story of thousands of Army psychiatric 
casualties, their treatment and cure, brings to 
light many lessons learned at great cost which 
are applicable in peacetime practice as well as in 
another emergency. 

The author of this timely volume is Dr. 
William Claire Menninger of the Menninger 
Foundation, who served as chief consultant in 
neuropsychiatry to the Surgeon General of the 
Army during the war. It was he who refused to 
let the Army tick off the emotional casualties as 
cowards and malingerers. Discarding the damn- 
ing term “psychoneurotic” was his idea. He in- 
troduced the program of training all officers to 
recognize the first signs of neurosis-silence, bel- 
ligerence and dullness. He estimates that at 
least 90 per cent of the servicemen came through 
the war without serious personality changes. And 
of the remainder, the so-called war neuroses and 
combat fatigue cases represented only a small 
part. 

Nevertheless, Dr. Menninger admits the 
existence of “a large war-induced or war ag- 
gravated psychologic problem” and he offers wise 
advice on everyday problems of adjusting to life’s 
demands. With sympathetic candor, he urges not 
the handicapped veteran alone but any other per- 
son with emotional troubles to face the reality of 
his situation “with all its unpleasant attendants.” 
It is not enough to know that there is nothing 
physically wrong .and that he is “just nervous.” 
Within the limits of his intellectual capacity he 
must learn what is wrong and why. 

Drawing further upon his war experiences, 
this eminent psychiatrist suggests eight other 
factors that should help solve the problems of 
civilian life in these days of heavy world and 
personal burdens. In addition to recognition of 
the existence of a struggle between the person- 
ality and the environment, he names a job with 
a purpose; teamwork; leadership in some capac- 
ity; intellectual growth through cultivation of 
new ideas and learning new things; promotion 
of the individual, the family and the city, state 
and nation; recreation; religion; and new aware- 
ness of emotional conflicts and of the occurrence 
of “operational fatigue” in civilian as well as 
military life. 


"* Psychiatry in a Troubled World. By William Claire Men- 
ninger, M.D. Pp. 636. New York: The Macmillan Company, 
1948, 
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REPORT OF DELEGATES TO A. M. A. 
CONVENTION* 

The Ninety-Seventh Annual Session of the 
American Medical Association was held in 
Chicago, June 21-25, 1948. The House of Dele- 
gates met on Monday, June 21, at 10 a.m. and 
continued its deliberations daily until late in the 
afternoon of Thursday, June 24, one of the longest 
meetings of the House in history. 

Despite the heat and humidity of a typical 
Chicago summer, there was a total registration 
of 11,963 Fellows of the Association. These, 
together with guests and large numbers of the 
members’ families, constituted a very noticeable 
addition to the city’s population, which resulted 
in considerable overcrowding of the usual facili- 
ties in and surrounding the hotels. 

This Session of the Association might be 
said to be the first to take place in the so-called 
new atomic era. The nearly mile long Navy 
pier was filled with commercial and scientific 
exhibits, and the interested visitors were treated 
to a variety of televised operations from nearby 
hospitals, a series of exhibits on atomic energy, 
and demonstrations by amputees showing the 
great advances in the art and science of rehabili- 
tation. 

The first order of business of the House of 
Delegates following the seating of the delegates 
was the election of the recipient of the Dis- 
tinguished Service Award. The names of Dr. 
Isaac Abt of Chicago, Dr. Alfred Blalock of 
Baltimore and Dr. Seale Harris of Birmingham 
were placed in nomination. By secret ballot Dr. 
Abt received 99 votes, Dr. Blalock 26 and Dr. 
Harris 34. 

The House was next addressed by the Speaker, 
Dr. R. W. Fouts. The address of the President 
of the American Medical Association, Dr. Edward 
L. Bortz, followed. I respectfully recommend that 
the address of Dr. Bortz, as published in the 
July 3 issue of the Journal of the American Medi- 
cal Association, be read by every member of the 
Florida Medical Association. 

The Chairman of the Board of Trustees, Dr. 
kK. L. Henderson, next reported on the activities 
of and cooperation between the American Medical 
Association and the Honorable J. A. Krug, Secre- 
tary of the Interior, regarding medical service in 


._ “The Proceedings of the House of Delegates are published 
in full in the July 3, 10 and 17 issues of the Journal of the 


American Medical Association. : - 
Read and approved at a meeting of the Board of Governors, 
Jacksonville, July 25, 1948. 
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Alaska and our oceanic possessions, together with 
a special investigation of the conditions of health 
and sanitation among the Navajo Indians. Dr. 
Henderson gave a second report on the status of 
the World Medical Association and stated that 
among the objectives of this association is an evalu- 
ation of the status of the physician, the standards 
of medical education, the methods of rating spe- 
cialists, and fraudulent advertising and cult prac- 
tice. It is also studying war crimes and the 
best methods of preventing recurrences. Study 
is being given the problem of displaced physicians, 
graduate medical education, the various programs 
of social security, and the preparation of an in- 
ternational code of ethics. 

The reports of the Committee to Study Con- 
ditions of General Practice and the Committee 
on Nursing Problems were also presented by Dr. 
Henderson. One of the findings of the Com- 
mittee on General Practice was that the hospital 
staff “‘should be the sole deciding body as to who 
may practice medicine in the hospital either as 
a staff member or as having hospital privileges, 
since the certifying Boards pass only on the 
ability of a man to perform work in his specialty.” 

The Committee on Nursing Problems recom- 
mended that in order to supplement the present 
and future grave shortage of nurses two main 
classes of nurses be prepared through different 
methods of training to assist in taking care of the 
sick; first, the ‘‘professional nurses’? who are to 
consist of (1) nurse educators and (2) clinical 
nurses; and second, the “trained practical nurse.” 
The main difference between the two is that the 
“trained ‘practical nurse” is schooled primarily to 
take care of the sick in the hospital room and the 
duration of training is to be considerably less 
than that of the “professional nurse,” consisting 
of three months training in theory and nine 
months: in practical nursing. If such a plan 
can be put into action, it is thought that the 400, 
000 nurses who will be needed to care for the ill 
in this country in 1949 can be furnished. Action 
by the House of Delegates on this subject will be 
referred to later in this report. The Department 
of Labor statistics indicate that about 550,000 
nurses will be needed in 1960. To meet this 
anticipated need about 50,000 nurses must be 
graduated each year between 1951 and 1960, 
whereas the largest number of nurses ever gradu- 
ated was 44,700 in 1947. 

The House of Delegates was addressed by 
Rear Admiral C. A. Swanson, the Surgeon Gen- 
eral of the United States Navy, who discussed 
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the possibility of drafting doctors into the armed 
services and made a plea for the assistance of 
the Association in adequately staffing the medical 
departments of the armed forces. 

The most impressive address of the entire 
meting of the House was that of Dr. Paul R. Haw- 
ley, Chief Executive Officer of the Blue Cross and 
Blue Shield. Dr. Hawley presented his address 
in Executive Session and called attention in 
no uncertain words to the great dangers which 
are increasingly threatening the system of free 
medical enterprise in this country. It behooves 
every physician in America to obtain a copy of 
this address and to study most carefully its con- 
tents and recommendations. 

Although time will not permit a detailed 
account of the voluminous Proceedings of the 
House of Delegates, it is hoped that every mem- 
ber of the Florida Medical Association will 
carefully review the deliberations and decisions 
of that body. The functioning of the House of 
Delegates represented a great tribute to the 
system of organization, the stability and the wide 
scope of the American Medical Association. The 
House very definitely increased in stature as a 
governing body in the taking of a firm stand upon 
many controversial issues, some of which are 
worthy of relating. 

The new By-Laws of the Association, which 
have been in formation for some time, were read 
and approved. 

The House reaffirmed the principle of states’ 
rights as related to membership in the Association, 
and despite a resolution from the New York 
delegation to change the By-Laws to allow any- 
one to become a member of the Association at 
the national level, the House voted unanimously 
that membership in the American Medical Associa- 
tion is to be decided by the local county medical 
society. 

The House voted against federal aid to states 
except when those states were shown to be 
indigent. 

It reaffirmed the attitude of the Association 
against those resolutions of the National Health 
Assembly which were ambiguous in character and 
openly espoused a national health insurance 
scheme. (Sec. 8, Resolutions of National Health 
Assembly. ) 

It was voted that the number of beds in the 
Veterans Administration hospitals should be 
limited to the present number, 147,000, and that 
veterans in the Administration be given the free 
choice of physicians and hospitals. 
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The resolution of the American Academy of 
Pediatrics to solicit federal aid for pediatric 
education was defeated. 

It was moved and carried that interns be 
allocated to hospitals on the basis of yearly 
admissions. The Association was censured for 
its action in putting the health insurance of its 
employees into the hands of a commercial carrier, 
and it was voted that at the expiration of the 
present contract the insurance be given to both 
Blue Shield and Blue Cross. 

The House voted unanimously in favor of the 
resolution creating two types of private duty 
nurses, one to be known as the “Registered 
Nurse” and the other as the “Certified Nurse.” 

After much discussion, the House voted that 


all American Red Cross blood banks should 


operate only in conjunction with the local medical 
societies and should be under the jurisdiction of 
such societies, and further that the term “free 
blood,” as used in the publicity of the American 
Red Cross, be omitted in future publications. 
Noteworthy at this Session was the unusual 
number of new officers elected during a single 
session. Dr. Ernest E. Irons of Chicago was 
elected President-Elect; Dr. Francis F. Borzell 
of Philadelphia, Vice Speaker, was elevated to 
the position of Speaker, replacing Dr. Roy W. 
Fouts, who became Vice President. Dr. Fouts 
had served five years as Speaker and five years 
as Vice Speaker. The new Vice Speaker chosen 
was Dr. James R. Reuling of Bayside, N. Y. 
Three new Trustees were elected: Dr. Walter 
B. Martin of Norfolk, Va., Dr. Edwin S. Hamil- 
ton of Kankakee, IIl., and Dr. Gunnar Gunder- 
sen of LaCrosse, Wis. Two new members of 
the Judicial Council were nominated by the 
President and elected by unanimous voice vote, 
and it is with pride that we acknowledge the 
signal honor conferred upon Florida by the 
election of Dr. Homer L. Pearson, Jr., to serve 
as one of these new members on the Council. The 
junior delegate was appointed to serve on the 
Reference Committee on Reports of Officers. 
Your two delegates attended all of the sessions 

of the House and left the meeting more cognizant 
than ever before of the efficiency of its procedure, 
the profundity of its judgment and the wisdom 
of its decisions, all formulated through the un- 
fettered democratic processes of free speech and 
secret ballot. 

Respectfully submitted, 

Louis M. Orr 

Homer L. Pearson, Jr 
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SPECIAL GRADUATE COURSE 
SEPTEMBER 13-25 

The Department of Medicine of The Graduate 
School of The University of Florida announces a 
Special Graduate Course to be given at The 
Medical Center (formerly Duval County Hos- 
pital) in Jacksonville September 13 through Sep- 
tember 25 inclusive. This course is a part of the 
plan of The Department of Medicine to extend 
the graduate medical teaching in Florida. 

The two weeks’ course to be given in September 
will stress clinical demonstrations rather than 
didactic lectures. 

The instruction in surgery, under Dr. Edward 
Jelks, will consist almost entirely of demonstrating 
and visualizing diagnosis and operative procedures 
and pathologic conditions encountered in the 
practice of surgery. 

There will be medical rounds with presenta- 
tion of clinical cases and diagnostic conferences 
headed by Dr. Webster Merritt. 

On Tuesday, September 14, Thursday, Sep- 
tember 16 and Tuesday, September 21 the gastro- 
intestinal division, headed by Dr. James L. 
Borland, will hold ward rounds, clinical con- 
ferences and discussions on the role of intestinal 
parasites in pathology of the human. 

The division of pediatrics, under Dr. Luther 
W. Holloway, will occupy Friday morning, Sep- 
tember 17 and Friday morning, September 24, 
with ward rounds and clinical demonstrations each 
day. 

The gynecology division, under Dr. Chas. J. 
Collins and Dr. Ferdinand Richards, will occupy 
parts of Monday morning, September 13, Thurs- 
day morning, September 16 and Wednesday morn- 
ing, September 22. 

Dr. Samuel R. Norris has charge of obstetrics 
and will stress the management of toxemia in 
pregnancy. 

The division of urology, directed by Dr. 
Robert B. McIver, will occupy the morning of 
Saturday, September 18. 

Lectures on orthopedics will be held under the 
direction of Dr. Charles B. Mabry. 

In addition, there will be lectures on psychia- 
try by Dr. Sullivan G. Bedell, public health by 
Dr. Wilson T. Sowder, ear, nose and throat by 
Dr. H. Marshall Taylor, eye by Dr. Shaler Rich- 
ardson, psychosomatic medicine by Dr. Frank G. 
Slaughter and diagnosis of brain tumors and man- 
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agement of common neurologic diseases by Dr. 
James G. Lyerly. Other members of the faculty 
will give lectures as a part of the program of the 
respective divisions already specified. 

Programs have been mailed to all physicians 
in Florida. Registration will be limited to approxi- 
mately fifty. 

aw 


SOUTHERN MEDICAL ASSOCIATION 
MEETING 

The forty-secand annual meeting of the 
Southern Medical Association will be held at 
Miami from October 25 to 28 with the Dade 
County Medical Association as sponsor. 

At a meeting of the executive committee on 
July 24, Dinner Key was selected as general 
headquarters for the following: registration; all 
section meetings, scientific, technical and hobby 
exhibits; and motion pictures. Dinner Key (the 
former Pan American Air Depot) is ten minutes’ 
ride from the general hotel headquarters. 

The evening programs, which will include 
the General Public Session, the General Session 
and the President’s Ball, will be held at the 
Municipal Auditorium. 

Hotel reservations will be handled by the 
Hotel Committee, Southern Medical Association 
Meeting, in care of City of Miami Convention 
Bureau, 320 N. E. Fifth Street, Miami 32. 
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AMERICAN COLLEGE OF PHYSICIANS 
ANNOUNCES 1949 ANNUAL SESSION 


The American College of Physicians will 
conduct its Thirtieth Annual Session at New 
York, N. Y., March 28 through April 1, 1949. 
Dr. Franklin M. Hanger, Jr., of New York City 
is the chairman for local arrangements and the 
program of clinics and panel discussions. The 
president of the college, Dr. Walter W. Palmer, 
director of The Public Health Research Institute 
of the City of New York, Inc., and professor 
emeritus, Columbia University College of Physi- 
cians and Surgeons, is in charge of the program 
of morning lectures and afternoon general sessions. 

Secretaries of medical societies are especially 
asked to note these dates and, in arranging meet- 
ing dates of their societies, to avoid conflicts 
with the college meeting, for obvious mutual 
benefits. 
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CONTAMINATED STOCKS OF SILIFORM 
AMPULS RECALLED 

The Council on Pharmacy and Chemistry of 
the American Medical Association requests pub- 
lication of the following press release, issued by 
the Food and Drug Administration on July 29, 
1948: 

“Druggists and the medical profession were 
urged today by the Federal Security Agency's 
Food and Drug Administration to return all stocks 
of Siliform Ampuls to the manufacturer, The 
Heilkraft Medical Company, Boston, Mass. This 
injection drug, which should be sterile, is poten- 
tially dangerous since samples collected on the 
market contain living organisms. Siliform is in- 
jected by some physicians and osteopaths in the 
belief that it will relieve patients suffering with 
rheumatism as claimed by the manufacturer. The 
Food and Drug Administration found the con- 
taminated samples after a routine inspection at the 
Heilkraft factory disclosed that the Siliform 
Ampuls had been manufactured without sterili- 
zation. Intensive recall efforts by the manufac- 
turer and the Food and Drug Administration for 
the past two weeks have not brought in all of the 
contaminated stocks. The article, which moves 
slowly, was shipped to 37 states from Maine to 
California and later was redistributed by whole- 
salers who cannot trace many of their sales. Some 
going back as far as 1946 have been found on the 
market. These ampuls may be in the hands of 
doctors, hospitals, clinics, and retail and whole- 
sale druggists.” 
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GRADUATE SHORT COURSE—1948 

The Sixteenth Annual Graduate Short Course 
was held in Jacksonville June 28-July 3, inclusive. 
The lectures this year were outstanding in many 
ways. Dr. Thomas M. Durant’s lecture on 
“Edema: Etiology and Management” and the lec- 
ture on “The Medical Care of the Atherosclerotic 
Ischemic Extremity” by Dr. Nathan DeVaughn 
were of special note. Also Dr. Keith S. Grimson’s 
lectures on “The Treatment of Peptic Ulcer with 
Special Reference to Vagotomy” and on “In- 
testinal Obstruction” were outstanding. It is note- 
worthy that this year the lectures were of an 
advanced character and well worth while to physi- 
cians in special fields. 
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Two special courses were of unusual interest 
and should have attracted a larger number of 
doctors interested in the field of parasitology and 
gastroenterology. 

Miami has asked that the Graduate Short 
Course be held there next year, and it is under- 
stood that a completely air-conditioned hotel will 


be available. It is probable that this request 


will receive favorable action though the Com- 
mittee will not make its decision until early fall. 
The list of physicians who registered for the 
Graduate Short Course and also the list of 
registrants for the special courses in parasitology 
and gastroenterology follow. 
T. Z. Cason, M.D., Chairman 


Medical Postgraduate Course Committee 


PHYSICIANS BY CITIES 

ARCADIA: Harold S. Agnew, George F. Highsmith, 
Charles H. Kirkpatrick, John A. Simmons. BROOKS- 
VILLE: George R. Creekmore. CHIPLEY: Bayllye W. 
Dalton. COCOA: A. F. Thomas. CORAL GABLES: 
Mortimer D. Abrashkin, William P. Smith, William L. 
Wagener, Jr. CRESCENT CITY: James W. Davidson. 
CRYSTAL RIVER: William B. Moon. DAYTONA 
BEACH: Cleland D. Cochrane, Vaughgn A. Shaw. DE- 
LAND: Hugh West. EUSTIS: Louis R. Bowen. FT. 
LAUDERDALE: Burt J. Canfield, Claus A. Peterson. 
FT. MYERS: Fred D. Bartleson. GAINESVILLE: 
L. W.. Harrell, Charles J. Zinn. GRANDIN: James W. 
Brantley. GREEN COVE SPRINGS: Edwin H. Brown, 
Charles C. Gollinger, John M. Malone. HAVANA: 
James W. Sapp. 

JACKSONVILLE: Archie J. Baker, Robert M. Baker, 
Donald M. Baldwin, John A. Beals, Sullivan G. Bedell, G. 
T. Black, John B. Black, F. Hardy Bowen, Alan Brown, 
Edward Canipelli, Cornelia M. Carithers, Hugh A. Carith- 
ers, Claude L. Carter, Turner Z. Cason, Joseph L. Chilli, 
Silas M. Copeland, Francis A. Copp, Samuel M. Day, Jr., 
Russell H. Dean, Lucien Y. Dyrenforth, Thomas S. 
Edwards, James V. Freeman, Lawrence E. Geeslin, 
Banks H. Goodale, Grace C. Hardy, William G. Harris, 
David F. Harwell, Luther W. Holloway, Gordon H. 
Ira, Edward Jelks, Nathaniel Jones, Alpheus T. Ken- 
nedy, F. Gordon King, Elmer E. Leitner. 

Camillus S. L’Engle, Jr., Janet G. Leser, Louie Lim- 
baugh, Frank G. Long (student), Joseph J. Lowenthal, 
James G. Lyerly, John M. McDonald, Charles B. Mabry, 
Lillian C. Mark, W. H. Mathews (Lt. J. G.), Webster 
Merritt, Kenneth A. Morris, Matthew E. Morrow, Samuel 
R. Norris, R. Judson Pearson, Jr., Harry A. Peyton, 
Harper L. Proctor, Ferdinand Richards, Willliam E. 
Ross, E. Thomas Sellers, Eugene D. Simmons, Lauren 
M. Sompayrac, Walker Stamps, Max Suter, Edwin C. 
Swift, H. Marshall Taylor, J. C. Taylor, Daniel B. 
Torn (dentist), Ernest W. Veal, Frederick J. Waas, 
Leo M. Wachtel, Ashbel C. Williams, Richard A. 
Worsham, Robert S. Wynn. 

JUPITER: James C. Nowling. KEY WEST: James 
B. Parramore. LAKE CITY: Laurie J. Arnold, Jr., 
Robert B. Harkness. LEESBURG: George I. Engel- 
hard, Howard G. Holland, George E. Stevens, H. Dur- 
ham Young, Jr. LIVE OAK: Joshua M. Price. Mc- 
INTOSH: James L. Strange. MARIANNA: Daniel A. 
McKinnon. MIAMI: John G. DuPuis, James O. Elam, 
Edward T. Gary, Jack Humphreys. MT. DORA: San- 
ford C. Colley, William L. Musser. NEW SMYRNA 
BEACH: William C. Chowning. OCALA: Eugene G. Peek. 
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ORLANDO: L. Paul Foster, Duncan T. McEwan. 
OVIEDO: J. William Martin. 

PALATKA: James W. Ferris. PENSACOLA: Gustav 
N. Click, George W. Morse, Walter C. Payne, Thurlow 
W. Reed. ST. AUGUSTINE: Joseph A. Shelley, A. Clark 
Walkup. ST. PETERSBURG: Roscoe H. Knowlton. 
TALLAHASSEE: Laurie L. Dozier, James H. Pound, 
Bricey M. Rhodes. TAMPA: Elsie M. Gilbert. UMA- 
TILLA: Robert W. Ferguson. VERO BEACH: John P. 
Gifford, Erasmus B. Hardee, James C. Robertson. WIN- 
TER PARK: George R. Crisler. 

ALABAMA—BIRMINGHAM: W. Nicholson Jones 
(faculty). GEORGIA—AUGUSTA: Nathan M. De- 
Vaughn (faculty). FOLKSTON: W. R. McCoy (faculty). 
LOUISIANA—NEW ORLEANS: Neal Owens (faculty). 
NORTH CAROLINA—DURHAM: Keith S. Grimson 
(faculty), W. L. Thomas (faculty). PENNSYLVANIA— 
PHILADELPHIA: Thomas M. Durant (faculty). TEN- 
NESSEE—MEMPHIS: James G. Hughes (faculty). 
REGISTRANTS FOR COURSES IN PARASITOLOGY 

AND GASTROENTEROLOGY 

DAYTONA BEACH: Morris B. Seltzer, Vaughan A. 
Shaw. FT. LAUDERDALE: Burt J. Canfield. GRAN- 
DIN: James W. Brantley. JACKSONVILLE: Charles E. 
Aucremann, James L. Borland, Phillip W. Horn, Gordon 
H. Ira, F. Gordon King, Janet G. Leser, Joseph J. 
Lowenthal, A. Sherrod Morrow, Nelson A. Murray, 
Robert H. Nickau, Edwin C. Swift, Sidney Stillman. 
LAKE WORTH: Sidney Davidson. Orlando: L. Paul 
Foster, Albert C. Kirk, Joseph G. Seltzer. PENSACOLA: 
Gustav N. Click. ST. PETERSBURG: Roscoe H. Knowl- 
ton, Frank W. Price. WEST PALM BEACH: David 
A. Newman. WINTER PARK: Lucien E. Myers. 

GEORGIA—WOODBINE: Sam C. Atkinson. 
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BLUE SHIELD PROGRESS 
THE DOCTOR’S ROLE 
At the time of the writing of this article there 
are over 1,350 physicians in the state of Florida 
participating in the Blue Shield Plan. There are 
presently 55,400 people in this state enroled in 
the Blue Shield Plan. 
represents only 2.3 per cent of the state’s popu- 


This number, however, 


lation, and while every effort is being made to 
educate the public to the advantages of the 
doctors’ own plan, the road ahead is long and 
steeped with obstacles. 

In order to combat socialized medicine, and 
the time is growing short, it is imperative that free 
patients be given the opportunity of choosing a 
free doctor from among free doctors. Physicians 
participating in the Blue Shield Plan are urged 
to take advantage of every opportunity to secure 
additional participation by the public in this 
plan. 

Every patient should be asked at the time 
arrangements are made for surgery, or treatment 
covered by the Blue Shield Plan, whether or not 


he is a Blue Shield member. If the patient is not 
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a member, the physician is urged to make every 
effort to sell him on the idea of Blue Shield. It 
should be understood, of course, by both the 
physician and the patient that Blue Shield does 
not cover anticipated surgery. The physician 
might, however, take advantage of the fact that 
the patient is not covered for the operation at 
hand to stress the importance of Blue Shield cov- 
erage for any such future emergencies for the 
patient or his family. 

Enrolment in Blue Shield is available to 
persons employed in firms having five or 
more workers. The employee, spouse and 
children under nineteen years of age may 
be carried under a family contract, all of 
whom receive the same benefits. The income 
limitations are $2,000 per year for single persons 
and $3,000 per year for families. Subscribers 
whose incomes fall into these categories receive 
the services of participating physicians for the 
amounts set up in the Fee Schedule. The physi- 
cian makes his regular charges to patients whose 
incomes exceed these amounts, and is allowed the 
amount set forth in the Fee Schedule as a credit 
on the total charge. A minimal and fair pay- 
ment for good medical care when the patient’s 
income or resources are limited is one of the prin- 
ciples upon which Blue Shield was founded. 
Physicians desiring descriptive folders on the Blue 
Shield Plan to keep on hand in their offices may 
write to the home office of the Florida Medical 
Service Corporation, P. O. Box 1798, Jacksonville. 

For enrolment purposes, the state of Florida 
is divided into eight areas, each served by a 
representative of the Blue Shield Plan. These 
employees are ready and willing at all times to 
cooperate and work with physicians in any 
matters pertaining to Blue Shield. 

The Blue Shield Plan has made remarkable 
progress in the two years since its organization, 
but its growth could be greatly helped by the 
whole hearted support and cooperation of every 
physician in the state. In addition to the points 
mentioned, participating physicians are asked to 
help further in the Blue Shield movement by 
stressing to all physicians who are not now par- 
ticipating in the plan the importance of doing so. 

We must realize the Blue Shield is OUR plan, 
and that all of us should do everything possible 
to further its growth throughout the state. 
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Editor’s Note: 

The purpose of the Academy is to promote a program 
of public relations under the supervision of the Florida 
Medical Association. At present all officers and members 
of the Academy are also members of the Florida Medical 
Association. 


WEEKLY HEALTH COLUMN 


To do a satisfactory job in any kind of ven- 
ture it is first necessary to have good tools with 
which to work. Public relations has several. Well 
at the top of the list is the newspaper, from the 
large metropolitan daily to the small country 
weekly. Medical public relations needs them all. 

Florida has many small communities and rural 
areas of which the smaller newspaper is a basic 
and integral part. Their editors are generous, as 
a rule, in giving coverage to information dealing 
with health and well-being. They require, how- 
ever, a slightly different style of presentation 
than the dailies. 

In view of this need a special column, known 
as “Health Topics,” is now being released ex- 
clusively to weekly and semiweekly newspapers. 
The first one, dealing with sunburn, was issued 
to all such newspapers in the state on July 19. 
Each week a new topic will be discussed and sub- 
mitted to such of the weeklies as have expressed 
a desire for this service. Every weekly newspaper 
editor has been contacted, and at this writing 
forty-nine have returned a favorable reply. 

The subject is treated in nontechnical lan- 
guage as nearly as possible. Each topic is care- 
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fully edited by an official of the Academy of 
Public Medicine before being released. A con- 
tinuous theme will be pursued, directly or in- 
directly, of “‘see your family doctor.” 

A special format has been designed for head- 
ing the column. This explains the source of the 
information and includes credit to the Florida 
Medical Association and the local county medical 
society. The editor makes the final decision as 
to how the column will appear in his paper. Some 
may not use the submitted type, but newspaper 
men are usually scrupulous about giving credit 
where due. 

The column heading, just as it reaches the 
editor, is reproduced here. Watch for it in your 
local weekly newspaper. 
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THE BREEZE, Jacksonville, not only carried 
the first issue of “Health Topics,” but also ran 
a special announcement that it would be a regular 
feature each week. In a letter to the Academy 
Mr. Warner S. Hull, editor and publisher of this 
weekly, says, “In our opinion a column of health 
suggestions will fill a long-felt need. Trouble in 
the past has been too many unqualified persons 
attempting such advice. .. . Thanks again for do- 
ing what should have been done long ago.” 


Pa 


Paul W. Ramsey, publisher of the CITRUS 
COUNTY CHRONICLE and THE DUNNEL- 
LON SUN, wants a mat of the heading for 
“Health Topics,” just as it appears below. He pre- 
fers to set his own type but feels that adding the 
heading would give the column distinction. Mr. 
Ramsey tells us, “I want to run your health 
column as a regular feature.” 





























Presented by your Doctor 
of Medicine as a Health 
Service of the Florida 
Medical Association and 
your local Medical So- 
ciety. 
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Any member desiring to read a paper at one 
of the Scientific Assemblies at the 1949 annual 
meeting in Belleair is requested to communicate 
with Dr. Chas. J. Collins, 1503 Kuhl Avenue, 
Orlando, chairman of the Association’s Commit- 
tee on Scientific Work. 

Dr. Collins urges that any member making 
application should submit a copy of his paper or 
a fifty word synopsis. 

All applications must be received by Dr. Collins 
before the end of December, preferably in Octo- 
ber or November, to permit time for arranging 
a well balanced program. 

74 


Mr. Nelson P. Moyer, who joined the staff 
of the headquarters office of the Association in 
February of this year, has been promoted to the 
position of assistant to Dr. Stewart G. Thompson, 
managing director. 

ya 

The first national public relations conference 
will be held in St. Louis on Nov. 27, 1948. This 
conference immediately precedes the annual secre- 
taries-editors meeting on November 28 and 29, 
which is held in conjunction with the annual 
Interim Session of the American Medical Asso- 
ciation, November 28 to December 3. 

74 

Dr. Alfred E. O’Neil, formerly of Miami, 
announces the removal of his office for general 
medical practice to 163 Hialeah Drive, Hialeah. 

4 


Dr. J. Lancelot Lester, Jr., has opened offices 
in Key West, his native town, after completing 
his residency in surgery at Jackson Memorial 
Hospital in Miami. 

Sw 

Dr. Allen S. Shepard of Key West left the 
latter part of August for four weeks’ postgraduate 
study at the Flowers and Fifth Avenue Hospitals 
in New York City. 

4 

Dr. Herman K. Moore of Key West is com- 
pleting four weeks’ postgraduate study at the 
Harvard University medical school in Boston. 

Sw 

At a meeting of the Board of Governors held 
on July 25, 1948 in Jacksonville, seven physi- 
cians were elected honorary members of the 
Association on the recommendations of various 


The chairman of the Council, Dr. Herman 
Watson, has just announced that the dates of the 
four Medical District meetings have been offi- 
cially set by the Council as follows: 

Live Oak, Monday, Oct. 18, 1948 

Daytona Beach, Tuesday, Oct. 19, 1948 

Bradenton - Sarasota, Wednesday, Oct. 20, 
1948 

West Palm Beach, Friday, Oct. 22, 1948 








county medical societies. They are Drs. B. L. 
Arms, Haines City; Leonard A. Baker, Miami; 
Annette M. Feaster and Orion O.. Feaster, St. 
Petersburg; John E. Hall, Miami; Sarah P. 
White, Tallahassee; and G. H. Withers, Al- 
buquerque, N. M. 

The board also designated a special price of 
$3.00 as annual subscription to The Journal for 
those honorary members who wish to receive it. 


Pa 


The annual meeting of the Florida Public 
Health Association will be held in Panama City 
on October 7, 8 and 9. Members of the Florida 
Medical Association are cordially invited to 
attend. 

ya 


Dr. Warren W. Quillian of Coral Gables 
addressed the South Carolina Medical Association 
as the official guest from Florida on May 13 at 
its Centennial celebration in historic Charleston. 
In the treatment of his subject, “Looking Back in 
Pediatrics,” Dr. Quillian discussed the develop- 
ment of many influences which have been brought 
to bear on the practice on medicine from without 
the profession during the past several decades. 


aw 


WANTED: Registered laboratory and x-ray technician. 
Good salary with full maintenance. Florida State Hos- 
pital No. 2, Arcadia, Fla. 





BIRTHS AND DEATHS 





BIRTHS 
Dr. and Mrs. John R. Browning, Jacksonville, an- 
nounce the birth of a daughter on July 12, 1948. 
DEATHS——MEMBERS 
Dr. F. Leslie Snyder, Jr., Ft. Lauderdale July 28, 1948 


DEATHS—OTHER DOCTORS 
Dr. John W. Murray, Jr., Raiford July 26, 1948 
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BAY 
Dr. Thos. M. Boulware of the Medical College 
of Birmingham, University of Alabama, spoke 
to members of the Bay County Medical Society 
at the July 13 meeting. He spoke on “Obstetrics 
in General Practice.” 
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MARION 

At the June meeting of the Marion County 
Medical Society, plans were made to hold the 
ensuing three monthly meetings with staff mem- 
bers of the local hospital. Dr. Richard C. Cum- 
ming, chairman of the society public relations 
committee, presented a report and discussed the 
radio programs which are continuing to be ar- 
ranged with the local radio station. 

A committee, consisting of Drs. Harry F. 
Watt, Richard C. Cumming and Eugene G. Peek, 
was appointed to compose a eulogistic resolution 
for the late Dr. Henry C. Dozier, a member of 


the society. Mrs. Painter spoke to the members 


on the nutritional program to be held in the 
schools during the coming year. 

Attending the meeting were Drs. William 
H. Anderson, Jr., Hugh H. Barfield, Richard C. 
Cumming, T. Hartley Davis, Henry L. Harrell, 
Carl S. Lytle, John N. Moore, Eugene G. Peek 
and Harry F. Watt. 


RESOLUTION OF LOCAL SOCIETY ON 
THE LATE DR. HENRY C. DOZIER 

Whereas the passing of Dr. Henry C. Dozier, on June 
15, 1948, was accompanied by a distinct sense of loss 
on the part of those of us who knew him well and were 
associated with him for many years, and 

Whereas the community of Ocala and Marion County 
and the state of Florida knew Dr. Dozier as an outstand- 
ing physician and surgeon, being served well and _ faith- 
fully by him for more than a quarter of a century, and 

Whereas his friends and fellows in the profession will 
miss the leadership, wisdom and association of this well 
trained and experienced doctor of medicine, 

Therefore, be it resolved that the Marion County 
Medical Society hereby record its respects and regrets 
in the passing of Dr. Dozier and express the hope that 
the life he lived may be an inspiration to his fellow 
members of the profession and a heritage of priceless 
value to his family. 

Be it further resolved that a copy of these resolutions 
be sent to the family of Dr. Dozier, to the newspaper and 
spread on the records of the Society. 


Committee: E. G. Peek 


H. F. Watt 
mR. €. 


Cumming 
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MONROE 

Members of the Monroe County Medical 
Society met recently with a local committee 
representing the Parent-Teacher Association to 
discuss the advisability of having a complete pre- 
school series of inoculations for every child in 
the county. They also discussed measures for 
segregating students with certain contagious dis- 
eases. 


24 


SARASOTA 
The entire membership of the Sarasota County 
Medical Society has paid its 1948 Association 
dues. 


SAT PI as 
HENRY CUTTINO DOZIER 

Dr. Henry C. Dozier, retired Ocala physician, 
died during his sleep on June 16, 1948 at his 
summer home in Lavallette, N. J. He was 68 years 
of age. 

Dr. Dozier was born on Oct. 23, 1879 in Fer- 
nandina and moved to Ocala in childhood with 
his parents. After attending local schools, he 
entered the University of Pennsylvania School of 
Medicine in Philadelphia, from which he was 
graduated in 1903. Following the completion of 
his internship in 1904, Dr. Dozier practiced medi- 
cine in Columbia, S. C., and taught at the Uni- 
versity of the South, Sewanee, Tenn., returning to 
Ocala in 1907 to practice medicine. A cardiac 
condition forced him to retire in 1941. 

In 1904 he was married to Miss Corrie Wil- 
liams of Minetta, S. C. 

Dr. Dozier was a member of the Marion 
County Medical Society and the Florida Medical 
Association. In 1929 he served as president of the 
latter organization, having been its first vice 
president in 1917. Throughout the years of his 
activity in organized medicine, he was a leader in 
the Association. During the early 1930’s he was 
instrumental in helping to establish a cooperative 
relationship with the press and radio over the 
state of Florida, serving as the first chairman of 
the Committee on Public Relations. He also had 
served as chairman and member of the Commit- 
tees on Legislation and Public Policy, Medical 
Economics, and Necrology. At the time of his 
death he was a life member of the Association. 
He also was a member of the American Medical 
Association and the Southeastern Surgical Con- 

(Continued on page 176) 
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For the treatment of the spastic colon the author 
suggests diet, elimination of the nervous element 

and “bulk producers.” As examples of these he 

lists ““agar-agar, in finely powdered form, in flakes, or in 
cereal-like form; derivatives of psyllium seed, 


such as Metamucil....”’* 


“SMOOTHAGE” 
IN CONSTIPATION 








—‘‘encourages elimination by the formation of a 
soft, plastic, water-retaining gelatinous residue 







° al >? 
Teun Ox in the lower bowel.’’f 
DHARMALY & 
AX CHEMISTRY A 
“am 


Metamucil is the highly refined mucilloid of Plantago 
ovata (50%), a seed of the psyllium group, combined with 
dextrose (50%) as a dispersing agent. 


SEARLE eresearcH IN THE SERVICE OF MEDICINE 


Metamucil is the registered trademark of G. D. Searle & Co., Chicago 80, Illinois. 


*Glafke, W. H.: Spastic Colon, M. Clin. North America 26:805 (May) 1942, 


tCouncil on Pharmacy and Chemistry: New ar.d Nonoficial Remedies, 1947, Philadelphia, 
J.P. Lippincott Company, 1947, p. 320. 
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Gul... 


No dairy company, as yet, 
has been awarded such high 
honor as the Nobel Prize. 
Yet there is no more vital 
task than safeguarding the 
purity of America’s milk 
supply. 

We are proud to share in 
this position of trust... 
proud to supply such fine 
milk as Sealtest Vitamin ‘D’ 
Homogenized Milk. 


Southern Dairies. 


VITAMIN ‘D‘ 


HOMOGENIZED MILK 
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gress, and was a fellow of the American College 
of Surgeons. 

Until ill health necessitated his inactivity, Dr. 
Dozier was active in civic enterprises. He served 
as chairman of the local selective service board 
in the early part of World War II. One of his 
last public services was membership on a veterans’ 
lot committee which distributed lots offered by 
Ocala to war veterans. He also was a member 
of the Kiwanis Club. Dr. Dozier was a member 
of the Blessed Trinity Catholic Church. 

Survivors include his widow, Mrs. Corrie 
Dozier, who was with him in New Jersey; a son, 
Henry C. Dozier, Jr., Ocala attorney; a daugh- 
ter, Mrs. Hugh Chace of Ridgewood, N. J.; and 
a sister, Mrs. Josie Coquillard of Orlando. 


SEI een ee ee 
FREDERICK WILLIAM KRUEGER 


Dr. Frederick W. Krueger of Jacksonville 
died suddenly at his home on July 6, 1948. He 
was 51 years of age. 

Dr. Krueger was born in Westphalia, Ger- 
many, on Oct. 17, 1896, the son of Fred and 
Louise Peithmann Krueger. When he was six 
years of age, the family came to the United 
States and settled on a Nebraska farm. Follow- 
ing completion of his elementary and secondary 
education in local schools, Dr. Krueger entered 
the University of Nebraska in Omaha, from which 
he received his Bachelor of Science degree in 1924 
and his Doctor of Medicine degree in 1926. 

He then came to Jacksonville to serve an 
internship at St. Luke’s Hospital. After practic- 
ing medicine in Kansas for a short time, he re- 
turned to Jacksonville where he had been a 
physician and surgeon for the past twenty-two 
years. 

Dr. Krueger was a member of the Duval 
County Medical Society and of the Florida Medi- 
cal Association, and was a fellow of the American 
Medical Association. He also was a member of the 
Southern Medical Association, the Midwest 
Medical Association, the American Association of 
Industrial and Railway Surgeons and the Florida 
Association of Industrial and Railway Surgeons. 
He was on the staff of St. Luke’s Hospital and 
was a member of the visiting staffs of St. Vin- 
cent’s, Brewster and the Duval County Hospitals. 

Dr. Krueger was a charter member of St. 
Mark’s Lutheran Church and at the time of his 
death was chairman of the church finance com- 
mittee and a member of the building committee, 
the Church Council and Brotherhood. 
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He had participated in the drive for the Bap- 
tist Hospital Fund, was a member of the board of 
trustees of Newberry College, Newberry, S. C., 
and was a trustee of the Florida Naval Academy 
at St. Augustine. 

During World War I Dr. Krueger served in 
the United States Navy. He was a member of 
the American Legion Post No. 88821. Socially, 
Dr. Krueger was a member of the Ponte Vedra 
and San Jose Country Clubs. 

Survivors include his widow, Mrs. Lydia 
Krueger; a daughter, Miss Annabelle Louise 
Krueger; two sons, Frederick Charles and John 
J. Krueger, all of Jacksonville; four brothers, 
the Rev. C. F. H. Krueger, pastor of St. John’s 
Lutheran Church of Jacksonville, Fred Krueger 
of Gilead, Neb., Christ Krueger of Hillrose, Colo., 
and Henry Krueger of Denver, Colo.; and three 
sisters, Mrs. Adolph Fangmeir, Mrs. George Fang- 
meir and Mrs. Frank Hellbrush, all of Gilead, 
Neb. 


_ EIT CINE BE 
SAMUEL PULESTON 


Dr. Samuel Puleston of Sanford died on May 
29, 1948 in a Jacksonville hospital. He was 67 
years of age. 

Dr. Puleston was born in 1880 in Weather- 
ford, Texas, and moved to Florida with his fam- 
ily during his early childhood. He resided in 
Monticello until he entered the University of 
Maryland School of Medicine and College of 
Physicians and Surgeons in Baltimore. Following 
his graduation in 1902 he served an internship 
in a Baltimore hospital for a year and then served 
a residency in the Atlantic Coast Line Hospital 
in Waycross, Ga. Dr. Puleston, a surgeon, then 
moved to Sanford, where he practiced contin- 
uously until the time of his death. 

A charter member of the Seminole County 
Medical Society, Dr. Puleston served as its first 
president. He also was a life member of the 
Florida Medical Association and a member of 
the American Medical Association. He had been 
Chief of Staff of the Fernald Laughton Hospital 
in Sanford since its establishment. Locally, he 
was a charter member of the Sanford Rotary 
Club and a member of the Masonic Lodge. 

Surviving are his widow, Mrs. Lou Puleston; 
two daughters, Mrs. R. F. Spencer of Claversack, 
N. Y., and Mrs. K. A. Shangraw of Belmont, 
Mass.; his mother, Mrs. Tom Puleston, and a 
sister, Mrs. Junius Turnbull, both of Sanford. 
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**An excellent 


simple presumptive test for routine 
use in the diagnosis of diabetes.’”! 


CLINITEST 


THE TABLET NO-HEATING METHOD 
FOR DETECTION OF URINE-SUGAR 


SIMPLE TECHNIC—“ My experience 
with Clinitest has convinced me _ be- 
yond a shadow of a doubt that they 
are the simplest from the technical stand- 


992 


SELF-GENERATING HEAT—‘“The 
reagent tablet, known as the Clinitest 
Urine Sugar Tablet . . . generates heat 
when dissolved and the use of exter- 
nally applied heat is not required . . .””! 


Clinitest—simple, speedy, com- 
pact, convenient—is distributed 
through regular drug and medi- 
cal supply channels. 


1. Kasper, J. A. and Jetirey, I. A.: A Simplified Benedict 


Test for Glycosuria, Amer. J. Clin. Pathology, 74:117-21 


HAA 


(Nov.) 1944. 


2. Haid, W. H.: The Use of Screening ‘Tests in the Clinica] 
Laboratory, J. Amer. Med. Tech., 8:606-14 (Sept.) 1947, 





£ Identification cards for the 

protection of your diabetic 

patients now available free 
upon request. 





AMES company, INC. 


ELKHART, INDIANA 
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Doctor says he'll go right on working on the floor until we 


call the BYRON THOMPSON MAN” 


NTREME breakdowns in equipment 
Bike this probably don’t happen. 
But the moral is clear enough. No 
matter what goes wrong with your 
hospital, office or laboratory equip- 
ment— what new equipment you need 
—call the Byron Thompson Man. 

Call the Byron Thompson Man, too, 
when your supply problems become 
difficult. Our service can help you cut 


poeccc cee 


FREE . . 


property. Let’s hear from you 


rc-cc-cn 


Byron Thompson ¢ Com 


boon mead 


Would you like to have the original of one of the car- 
toons in this series, mounted ready for framing, to hang in your 
home or office? Send us an idea for another cartoon. 
our judgment, will get the original. 


down on inventory, costs, space and 
working capital. 

Byron Thompson service, you see, is 
a completely integrated affair. Its only 
mission is to see that hospitals, doc- 
tors and laboratories in this area get 
what they want, when they want it. If 
this is the sort of service that appeals 
to vou—CALL THE BYRON 
THOMPSON MAN! 


Best idea, in 
All ideas submitted become our 





DISTRIBUTORS OF HOSPITAL, PHYSICIANS AND 





LABORATORY SUPPLIES AND EQUIPMENT 


JACKSONVILLE - MIAMI > ORLANDO 
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WOMAN’S AUXILIARY 


To TH2 
FLORIDA MEDICAL ASSOCIATION, INC, 


OFFICERS 
Mrs. L. E. ParMtey, President.......... Winter Haven 
Mrs. C. F. HeEntey, President-elect........ Jacksonville 
Mrs. R. J. Jann, Ist Vice Pres......... Winter Haven 
Mrs, C. R. DeArmas, 2nd Vice Pres..... Daytona Beach 
Mrs. R. G. Lewis, 3rd Vice Pres.....West Palm Beach 
Mrs. B. A. WiLxkinson, 4th Vice Pres..... Tallahassee 
Mrs. C. R. Morcan, Jr., Recording Sec’y.....Miami 
Mrs. F. E. Ber, Corresponding Sec’y......... Gainesville 
ion, WW. 6... Tee, FRO. 6ccccccsvccoses Lakeland 


COMMITTEE CHAIRMEN 


Mas. C. D. Rous, Editorial............ Jacksonville 
Mrs. J. R. Boutware, Jr., Finance............ Lakeland 
ee, 2. 3 Pe Fic dcsecsievienciwsssees Orlando 
Mrs. H. G. Core, Legislation.......... wraedawen Tampa 
Mrs. C. H. Murpny, Postwar Planning........ Bartow 
Mrs. S. R. HiccinsotHaM, Jr., Program.......... Tampa 
Mrs. J. L. Anperson, Public Relations............ Miami 
Mrs. T. A. Snow, Student Loan Fund....... Gainesville 
Mas. BR. A. Wirs0n, Asrchives....ccccoccccccses Sarasota 
Mrs. R. J. JaHN, Organization.......... Winter Haven 
Mrs. F. W. Kruecer, Revisions............ Jacksonville 
Mrs. W. C. Wituiams, Jr., Historian..West Palm Beach 
Mrs. L. M. Jenxins, Parliamentarian...........-- Miami 
is. ©; Te. Dae, TR ok occvciedcsncecsed Orlando 
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DADE COUNTY AUXILIARY INSTALLS 
NEW OFFICERS 


The Woman’s Auxiliary to the Dade County 
Medical Association installed new officers for the 
1948-1949 season on May 10 at a chowder party 
held in the Biscayne Bay Yacht Club in Miami. 

After a delicious chowder luncheon, the retir- 
ing president, Mrs. Perry D. Melvin, turned the 
meeting over to Mrs. Robert O. Lyell who served 
as installation officer. Mrs. Lyell introduced the 
new officers individually and charged each one 
with the requirements and duties of her office. 

The new slate includes Mrs. Richard F. 
Stover, president; Mrs. L. Washington Dowlen, 
president-elect; Mrs. Milton M. Coplan, vice 
president; Mrs. E. Weir Cullipher, recording sec- 
retary; Mrs. Frederick LeDrew, corresponding 
secretary; and Mrs. L. Washington Dowlen, 
treasurer. 

Following the installation ceremonies, Mrs. 
Stover announced the appointment of other mem- 
bers of her executive board, including Mrs. Oden 
A. Schaeffer, historian; Mrs. C. Russell Morgan, 
Jr., parliamentarian; Mrs. James H. Putman, 
hospitality chairman; Mrs. Roger J. Forastiere, 
membership chairman; Mrs. Raymond L. Evans, 
publicity chairman; Mrs. Donald F. Marion, 
social chairman; Mrs. W. Carlton Rentz, Jr., 
program chairman; Mrs. Robert F. Mikell, proj- 
ects chairman; and Mrs. Nelson M. Black, Jr., 
probation members chairman. 


i \ From where I sit 
4y Joe Marsh 





Who Is This Man? 


Now and then, in the pages of the 
Clarion, I run a biographical quiz, 
under the heading of “Who Is This 
Man?”’ For instance... 


“He was one of the earliest lovers 
in American history .. . 


“And yet he was too shy to court 
a woman outright .. . 


‘““He came to the New World on 
the Mayflower... 

‘*A cooper to repair the beer barrels 
accompanying the Pilgrims .. . 

““Who is this man?” 


I thought that everybody was 
stumped. But not Ma Hopkins, who 
returned the clipping to me with 
“John Alden” on it. She recognized all 
the clues—including that reference to 
“beer” and “‘cooper.”’ 


For Ma—who’s read her history, 
knows that beer as the beverage of 
moderation, is as old in this land of 
ours as the never-ending American 
search for tolerance which brought the 
Pilgrims over to this country in the 


first place. 





Copyright, 1948, United States Brewers Foundation 





BRAWNER’S SANITARIUM 
Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


lor Nervous and Mental Disorders 
Drug and Alcohol Addiction 
Electro-Shock in selected cases 


JAMES N. BRAWNER, M.D., Medical Director 
ALBERT F. BRAWNER, M.D., Department for Men 


JAMES N. BRAWNER, JR., M.D., Department for 
Women 











ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


or PHYSICIANS SURGEONS, DENTISTS exclusively 


PHYSICIANS 
SURGEONS 


DENTISTS 69 TO 


COME FROM 





Quarterly 


$16.00 


Quarterly 


$24.00 


$5,000.00 accidental death 
$25.00 weekly indemnity, accident and sickness 
$10,000.00 accidental death 
$50.00 weekly indemnity, accident and sickness 
$15,000.00 accidental death 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity. accident and sickness Quarterly 
ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 


85c out of each $1.00 gross income 
used for members’ benefits 
$3,000,000.00 $15,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000 deposited with State of Nebraska for protection 
of our members 


nays need not be incurred in line of duty—benefits 
from the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


46 years under the same management 
400 First National Bank Building, OMAHA 2, NEBRASKA 
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PALM BEACH COUNTY AUXILIARY 
ELECTS OFFICERS 


Mrs. Kenneth E. Montgomery has been re- 
elected president of the Woman’s Auxiliary to 
the Palm Beach County Medical Society. Other 
new officers are Mrs. A. Scott Turk, first vice 
president; Mrs. Oscar L. Kelley, second vice 
president; Mrs. Russell D. D. Hoover, secretary; 
and Mrs. Charles McD. Harris, Jr., treasurer. 

Mrs. Montgomery has appointed the following 
members as committee chairmen: Mrs. R. Gay- 
lord Lewis, parliamentarian; Mrs. James L. 
Carlisle, publicity; Mrs. Cecil M. Peek, Hygeia; 
Mrs. Younger A. Staton, bulletin; Mrs. Edgar W. 
Stephens, Jr., doctor’s day; Mrs. Ralph M. Over- 
street, Jr., hospitality; Mrs. A. Scott Turk, pro- 
gram; Mrs. Oscar L. Kelley, organization; Mrs. 
Richard S. Gill, public relations; Mrs. Alvin E. 
Murphy, Pine Ridge project. 

One project, the Medicine Cabinet, has pro- 
duced the following results since January 1: 90 
prescriptions for indigents, amounting to $290; 1 
truss, $20.00; 1 electric stocking, $5.00; a sacro- 
belt, $33.50. The Community Chest of Palm 
Beach has contributed $750 and the Community 
Chest of West Palm Beach has contributed $375 
to the Cabinet for 1948, according to Mrs. Mark 
M. Byrd, secretary. 


The Auxiliary has voted to continue its Pine 
Ridge nursery project for another year. During 
the past year the members made 30 gowns, 11 


reclining blankets, 11 bassinet pads, 30 bassinet 
sheets and 12 crib sheets. 
Sw 


DOCTOR’S DAY SPONSORED BY POLK 
COUNTY AUXILIARY 


The ladies of the Woman’s Auxiliary to the 
Polk County Medical Society entertained Polk 
County physicians and their families with a 
covered dish supper party in honor of Doctor’s 
Day, April 30, 1948, at the Civic Center in 
Winter Haven. 

The Civic Center and buffet tables were beau- 
tifully decorated with spring flowers. During 
the supper hour, a radio tribute to doctors every- 
where and to Polk County physicians in partic- 
ular was given by Mrs. Robert J. Jahn, president 
of the Polk County Auxiliary, over Winter Haven 
Radio Station WSIR. The tribute concluded 
with Osler’s poem, “The Doctor.” 

Later, a social hour was enjoyed by all 
present with bingo games under the direction of 
Mrs. William P. Logan of Lakeland. Amusing, 
inexpensive prizes were awarded. 

Mrs. Robert J. Jahn, President 
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